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* There is a Greater Measure of Safety 


in Meads ~ 
Dextri-Maltose 


Yee yoo tells more graphically the story 
of greater safety—the freedom from nu- 
tritional disturbances in infant feeding that 
goes with the use of Mead’s Dextri-Maltose 
than the circumstances surrounding its intro- 
duction in England. 


It had been used there for over three years 
as a carbohydrate addition to cow’s milk 
mixtures. During this period results from its 
use had been quite satisfactory. In England, 
as in America, it had been prescribed by the 
level. tablespoonful. 


MEAD POLICY 


MEAD 'S infant diet mater- 
ials are advertised only to 
physicians. Nofeed:ng di- 
rections accompany trade 
packages. Information in 
regard tofeedingis supplied 


tothe mother by written in- 
structions from her doctor, 
whochangesthe feedingsfrom 
timetotime to mectthe nu- 
tritional requirements of the 
growing infant. Literature 
furnished only to physicians. 


SAMPLES AND LITERATURE 
on REQuest 


After three years of good results a prominent 
English pediatrist pointed out that the British 
tablespoon is twice the size of the American. 
The English level tablespoon holds 144 oz. of 
Dextri-Maltose, the American 14 oz. Where 
6 American tablespoons had been prescribed in 


24 hours the infant was actually taking 12 
or, in other words, instead of the 
usual 11% oz. per 24 hour period, 

the carbohydrate addition 

had been doubled to 





Comparative Sizes 
of English 
and American 


Tablespoons 





Despite the continued use of twice 
the usual amounts of Mead’s Dex- 
tri-Maltose in England, nutritional 
disturbances were a rarity. It is 
doubtful if any other carbohydrate 
could have been used in such 
excessive quantities with 
equal immunity from 
serious results. 
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MEGACOLON: 


AN ANALYSIS OF SIXTY-FIVE CASES* 


E. Starr Jupp, M.D. 
and 
Harotp L. THompson, M.D. 
Fellow in Surgery, The Mayo Foundation 
Rochester, Minnesota 


HE term megacolon (Greek peya¢ large; 

x0A0v colon) applies to any condition of the 
colon wherein it is larger than normal. A num- 
ber of terms have been applied to the varieties 
of chronic enlargement of the colon. Megalo- 
colon is another form of the term megacolon. 
Giant colon has been used as a contraction of the 
expression gigantism of the colon. In 1886, 
Hirschsprung applied the term megacolon to a 
form of large colon of unknown cause occurring 
in infants, and he distinguished it from pseudo- 
megacolon in which symptoms appeared in adult 
life and which was considered acquired. In the 
term congenital idiopathic dilatation of the colon, 
he included both megacolon and pseudomega- 
colon. Terry pointed out that the latter term is 
a misnomer and stated that if megacolon exists 
in a given case it hardly can be called pseudo- 
megacolon. The term congenital idiopathic dila- 
tation of the colon is used by French, English 
and American writers, whereas the name Hirsch- 
sprung’s disease is used by the German and 
It has been pointed out by 
Ladd that the latter is not appropriate, since 
Hirschsprung did not have priority in the dis- 
covery of the condition and furthermore the de- 
scriptive term is preferable. Mya of Italy called 
the same condition megacolon congenitum and 
accordingly certain Italians call it Mya’s disease. 
On the basis of later conceptions of the etiology 
of idiopathic megacolon, Hawkins has called it 
neuropathic dilatation and hypertrophy of the 
colon. 


Dutch as a synonym. 


Inasmuch as megacolon is the logical term for 


*Read before the Minnesota Academy of Medicine, St. Paul, 
Minnesota, April 11, 1928. 


all types of chronic enlargement of the colon, and 
since it frequently is used in this sense in the 
literature, it will likewise be used here. 


HISTORY 


Ruysch (quoted by Jayle) in the seventeenth 
century, described a case of megacolon in a girl 
aged five years. Finney stated that Parry, in 
1825, and Billard, in 1829, reported the earliest 
cases. Von Ammon, in 1842, reported two cases, 
that of a fetus of seven months, and that of a 
child who died soon after birth. Lewitt, in 1867, 
reported the first case in America. Although 
twenty or more cases had been reported before 
that time, the general interest of the medical pro- 
fession was not aroused to the existence of mega- 
colon until Hirschsprung made his report in 
1886. This was followed by reports of many 
other cases so that in 1908 Finney and Fisher 
had noted more than 200 articles on the subject. 
Since 1886 Hirschsprung’s name has been closely 
associated with the subject megacolon. Thus far 
little progress has been made in determining the 
etiology of the condition although many hypothe- 
ses have been advanced. In 1927, Wade reported 
the application of sympathetic ramisection in the 
treatment of megacolon which promises to throw 
light on the ultimate cause of what is commonly 
considered idiopathic megacolon. 


CLASSIFICATION 
The cases in which an etiologic factor could 
not be found will be classified here as primary 
or idiopathic megacolon, and the cases in which 


demonstrable or questionable etiologic factors 
are present will be classified as secondary or 
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acquired megacolon. Hirschsprung classified 
megacolon as: true megacolon which occurs in 
infants, and pseudomegacolon which occurs in 
adults. Fitz recognized two varieties of infantile 
dilatation of the colon: congenital, the result of 
defect of development in which symptoms appear 
soon after birth, and idiopathic, in which there 
is no evidence of arrest of development, and in 
which symptoms appear within weeks or months 
after birth. Drueck distinguished three types: 
that in which symptoms appear at birth or 
shortly after (true megacolon), that in which 
symptoms develop about the end of the first year 
of life corresponding to the time of weaning, and 
that in which symptoms appear in adults (pseu- 
domegacolon). For our purpose in this paper a 
simple classification will suffice: primary or idio- 
pathic megacolon, in which there is no demon- 
strable etiologic factor, and secondary or ac- 
quired megacolon, in which there is demonstrable 
or possible obstruction. 


ETIOLOGY 


Except in the cases in which definite anatomic 
obstruction is demonstrable in the bowel, the 
cause of megacolon is unknown. As pointed out 
by Aschoff, varying degrees of dilatation and 
hypertrophy are manifest proximally to segments 
in which chronic obstruction of any portion of 
the alimentary canal gradually develops; this is 
commonly seen in malignant or benign stricture 
of the colon. In another type of megacolon, 
however, definite anatomic obstruction is not 
demonstrable and in this type the cause is ob- 
scure, as has been emphasized in various hypoth- 
eses concerning this type of megacolon. On the 
basis of Barrington-Ward’s grouping we have 
arranged the most historically important hypoth- 
eses as follows: 

A. Mechanical 
1. Abnormal length of mesentery with tor- 
sion of sigmoid (Barth, 1870). 

2. Abnormal length of sigmoid with for- 
mation of loops and kinks (Marfan, 
1895). 

Obstruction in terminal bowel 

(Treves, 1898; David, 1923). 

4. Aplasia of muscularis of a segment of 
bowel (Concetti, 1899). 

Formation of valves in mucosa (Perthes, 
1905). 


6. Abnormal distention of colon by meco- 


w 
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nium and lack of compensation for dis- 
tention by hypertrophied musculature 
(Wilkie, 1909). 
B. Inflammatory 
1. Chronic colitis (Walker and Griffiths, 
1893). 
C. Hypernutrition 
1. Lymphangiectasis resulting in gigantism 
as in macroglossia and macrocheilia 
(Finney, 1908). 
D. Congenital 
1. Congenital anomalous dilatation and hy- 
pertrophy of colon 
1886). 
2. Congenital dilatation, secondary hyper- 
trophy (Mya, 1894). 
3. Congenital hypertrophy, secondary dila- 
tation (Fenwick, 1900). 
4. Congenital defect neuropathic or me- 
chanical (Bailey, 1914). 
E. Neuropathic 
1. Neuromuscular defect in a segment of 
bowel (Formad, 1892; Hawkins, 1907). 
2. Paralysis of a segment of intestine 
(Pennato, 1902). 
3. Lesion of the sympathetic nervous sys- 
tem (Bing, 1906). 
4. Reflex spasm of sphincters secondary to 
anal fissure (Fenwick, 1900). 
5. Failure of codrdination of impulses to 
segment of bowel (Mayo, W. J., 1917). 
6. Achalasia of pelvirectal flexure (Hurst, 
1924). 
7. Delay in acquisition of inhibition com- 
bined perhaps with achalasia (Fraser, 
1926). 
8. Overaction of sympathetic nervous sys- 
tem with fixation of plastic tone (Royle, 
1927). 
F. Other causes 
1. Secondary to diastasis recti (Levi, 1903). 
2. Defective muscular tone secondary to 
structure or nervous defect (Murray, 
1903). 
3. Atony associated with wasting disease 
(Griffith, 1899). 

The theory with regard to inflammation may 
be discarded as untenable. There appears to be 
only one proponent of the theory of hypernutri- 
tion. In a number of cases more or less definite 
obstruction has been found, but whether it was 
sufficient to produce the severe symptoms has 


( Hirschsprung, 
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been questioned. The theory of congenital origin 
while it does not explain the ultimate cause is 
supported by several facts: megacolon has been 
reported in fetuses of seven months by von Am- 
mon and Konjetzny; abdominal distention asso- 
ciated with ectasia, dilatation or hypertrophy of 
the colon in the newborn infant has been ob- 
served. Finney does not accept the theory of 


Fig. 1. Patient with megacolon. 


neuropathic origin because in his case he was 
unable to demonstrate histologic change in the 
nerve plexuses. He stated that the hypertrophy 
of the muscularis and the powerful peristaltic 
contractions disprove the theory. Although there 
may not as yet be any anatomic evidence for the 
neuropathic theory, in recent years a gradual 
tendency has been noted toward its general ac- 
ceptance. Ladd pointed out that the diminished 
to shock in radical operations in pri- 
mary megacolon is additional evidence of its neu- 
ropathic origin. The favorable 


tendency 


response to 


sympathetic ramisection and ramisectomy in the 
cases reported apparently is further evidence. 


Idiopathic megacolon is most common in in- 
fancy or early childhood. In children and in 
most adults in whom it has been observed the 
symptoms have been present from birth or early 
life. In a few cases symptoms do not manifest 
themselves until adult life, and in rare cases not 
until advanced age. 

It has been observed that more males than 


Fig. 2. Barium-filled megacolon. 


In Lowenstein’s series of 
i12 cases, the proportion of males to females 
was 3.5 :1. 


females are affected. 


A tendency to the disease in fami- 
lies is indicated by the observation of cases in 
twins by Popper, and in members of the same 
family by Welt-Kakels, Machell and Finney. A 
considerable number of cases have been observed 
in mentally defective persons, and other congeni- 
tal defects are often associated. 


PATHOLOGY 


The pathogenesis of acquired megacolon is 
secondary to obstruction. In the idiopathic type 
obstruction or other anatomic cause is not dem- 
onstrable. 

The morbid anatomy of the bowel essentially 
is enlargement of the affected portion, usually 
with hypertrophy of the walls and sometimes 
with elongation. The sigmoid is the region most 
commonly affected, and the entire large intestine, 
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exclusive of the rectum, is the next most com- 
mon. According to Finney, the sigmoid is in- 
cluded in the process alone or with other portions 
of the colon in more than 80 per cent of the 
The rectum is involved in a few cases, 
and rarely the appendix, small intestine, stomach 
and esophagus. 

On gross examination the enlargement of the 
diameter of the bowel, the thickening of the walls 
and the elongation independently or in combina- 
tion are manifest. 
ence have been described. 


cases. 


Usually the haustral 
markings and the longitudinal bands are oblit- 
erated. The transition from normal bowel above 
to involved bowel below usually is gradual, but 
may be abrupt, whereas the transition from af- 
fected colon above to normal colon below usually 
is abrupt. 
striking. 


The capacity of the colon often is 
In Formad’s case 40 pounds of feces 
were removed and in Peacock’s 15 quarts of liq- 
uid. The mucosa is frequently pigmented as in 
the case reported by Finney and stercoral ulcers 
occasionally are present. The feces usually are 
of the consistence of putty, foul, and contain 
fatty acids and phosphates. 

Microscopically one or all the coats of the 
bowel are thickened, usually more pronounced in 
the muscularis. The blood vessels and lym- 
phatics are increased in size and usually there is 
round-cell infiltration in one or all coats. 

Associated pathologic changes occasionally in- 
clude the effects of pressure on thoracic viscera, 
abdominal viscera and walls, hydronephrosis, 
edema and hernia. Death has resulted in a num- 
ber of instances from rupture of the bowel and 
from pulmonary embolism. 


SYMPTOMS 


The symptoms of megacolon are characteristic 
and striking. The two cardinal features are ob- 
stinate constipation and distention of the ab- 
domen. In typical cases these symptoms appear 
during the first days or weeks of life and persist 
with brief periods of remission throughout life. 
In some cases pronounced symptoms do not ap- 
pear until later in childhood or in adult life and 


in rare cases not until late in life. The most 


striking feature is the extraordinary infrequency 
of bowel movements in the absence of the fea- 


tures of acute obstruction. Patients may not 
defecate for a period of three or four weeks and 
in certain cases, as in the case reported by Gay, 


Colons 70 cm. in circumfer-’ 
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periods of three months are said to have elapse:| 
between evacuations of the bowels. Ordinaril: 
bowel movements are induced with great diffi 
culty; large doses of drastic cathartics may be 
taken without effect. The stools are often large 
inspissated and their odor offensive. Unusual 
attitudes may be assumed during defecation, as 
leaning over a chair, or the knee-chest position 


Fig. 3. Sigmoid removed at operation. 


r Hypertrophy of 
wall and mesentery is shown. 


At intervals there may be diarrhea or vomiting. 
Ladd has called attention to the fact that patients 
may pass liquid stools daily and yet retain feces. 
Abdominal distention may be present at birth to 
such degree as to interfere with delivery, as in 
cases reported by Hobbs and de Richemond. Or- 
dinarily this symptom is noted within the first 


few days or weeks of life. It is caused by dis- 
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tention of the colon with feces and gas and it 
varies indirectly with the activity of the bowels. 
It may be uniform and general, or localized, cor- 
responding to the position or content of the af- 
fected portion of the bowel. Corresponding 
areas of movable dullness and tympany may be 
elicited. 

Secondary symptoms often associated include 
wide costal angle, thin abdominal wall, diastasis 
recti, hernia distention of superficial abdominal 
vessels, displacement of thoracic viscera, dyspnea, 
cardiac embarrassment, audible borborygmus, 
visible sluggish peristalsis, edema of the extrem- 
ities, and impaired nutrition. 


DIAGNOSIS 


The diagnosis of megacolon may be made on a 
history of unusually obstinate constipation and 
abdominal distention in a patient otherwise ap- 
parently in good health, and confirmed by fluoro- 
scopic examination with the use of the opaque 
enema; this may reveal large fecaliths in the 
lumen of the bowel, as in the case reported by 
Sutherland. 

Megacolon must be distinguished from acute 
intestinal obstruction, tuberculous peritonitis, 
ovarian cyst, and rickets. 


PROGNOSIS 


The prognosis in any given case is uncertain. 
In infants, malnutrition and acute infections are 
the chief complications. Some infants withstand 
the condition well. In the mild cases acute toxic 
or obstructive symptoms may supervene and 
cause death. Perforation of the bowel has been 
reported by Lewitt, and death from pulmonary 
embolism during defecation was reported by 
Cookson. 

Surgical treatment offers the best chance for 
cure. Estimates of cures by surgical treatment 
vary from 32 to 90 per cent as compared with 
that of medical treatment which vary from 1.5 
to 25 per cent. The statistics of mortality fol- 
lowing surgical treatment vary from 26 to 48 per 
cent as compared with those following medical 
treatment varying from 52 to 74 per cent. 
Finney concluded that the mortality following 
surgical treatment is two-thirds that following 
medical treatment, and the percentage of re- 
covery three times that following medical treat- 
ment. 
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TREATMENT 
There seems to be no successful prophylaxis 
against megacolon although progress may be 
checked by early and judicious treatment. In ad- 


_ Fig. 4. Section from Figure 3, show- 
ing hypertrophy (X7). 


Fig. 5. Section from normal colon (X7). 

dition to the fact that a practical cure may be 
obtained in a few cases by means of medical 
treatment, it is also of distinct value at certain 
stages of the disease and also in the preparation 
of patients for operation. In very young infants 
or in undernourished subjects, operative proce- 
dures are not well borne, and dietary and hy- 
gienic measures must be relied on. As pointed 
out by Rankin, before any surgical procedure is 
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applied directly to the colon, preliminary empty- 
ing of the bowel is of paramount importance. 

If patients are undernourished, the establish- 
ment of hygienic measures is desirable. The diet 
should be nutritious and easily tolerated. For 
these requirements, carbohydrates and foods with 
adequate vitamin content are desirable. In some 
cases, however, increased formation of gas is 
noted following diets rich in carbohydrates. Cer- 
tain authors advise restriction of animal protein 
as prophylaxis against intestinal intoxication. 
Lactic acid milk is often of distinct value. On 
the other hand, a diet high in residue may be 
found to promote peristalsis. Before operation, 
however, a diet low in residue is required. 
Physical measures such as exercise, massage, the 
wearing of an abdominal support, electricity in its 
various farms, enemas, the use of the rectal 
tube and rectal instillations of oil are all of value. 
The drugs which may be of use include mineral 
oil, laxatives, tonics including arsenic and iron, 
dilute hydrochloric acid, cod liver oil, and the 
physiologic drugs, as atropine, pituitrin and thy- 
roxin. 

The indications for surgical treatment are 
given by Terry as the-presence of definite ob- 
struction, and the failure of medical treatment. 
According to Rankin, the selection of a surgical 
procedure is determined by the chronicity of the 
condition and the presence or absence of super- 
imposed acute obstruction. In the presence of 
acute obstruction, drainage is indicated, and may 
be accomplished by ileostomy, cecostomy or 
colostomy, removal of the obstruction being a 
secondary consideration. In cases of chronic 
obstruction removal of the obstruction by appro- 
priate means is indicated. In a few of the so- 
called spasmodic cases or cases of partial ob- 
struction, dilatation or division of the sphincters, 
or a stricture, if present, has given apparent good 
results. In the idiopathetic type of cases many 
procedures have been employed. Among the 
earlier palliative measures used were intestinal 
puncture, colotomy, colopexy, coloplasty and pli- 
cation of the colon which did not afford definite 
results. Enterostomy, appendicostomy and col- 
ostomy are of distinct aid in emergency drainage, 
preliminary to resection, or for the purpose of 
through-and-through irrigation of the affected 
bowel. Of the more radical procedures, Mirizzi 
recommends total colectomy on the basis of re- 


currence in 25 per cent of his cases. Exclusion 
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of the colon by ileosigmoidostomy is strongly ad- 
vocated by certain observers, but this procedure 
alone does not prevent reaccumulation of feces in 
the excluded loop. To overcome this objection, 
Sistrunk recommends section of the sigmoid 
above the anastomosis and utilization of the 
proximal stump for colostomy, with colectomy 
later if desirable. Rankin recommends exterior- 
ization by the Mikulicz method when possible, 
but otherwise prefers intraperitoneal resection 
using the aseptic basting stitch, a method de- 
scribed by Kerr. 

The most recent development in the surgical 
treatment of idiopathic megacolon is the appli- 
cation of lumbar sympathetic ganglionectomy and 
ramisectomy. This procedure is based on the ob- 
servation by Royle that in a series of thirteen 
cases in which bilateral ramisectomy was per- 
formed for spastic paralysis of the extremities, 
constipation which was present in all was relieved 
in eleven. He believes that in idiopathic mega- 
colon, as in spastic paralysis, excessive action of 
the sympathetic nervous system fixes any posture 
which is imposed which in megacolon is the dis- 
tention imposed by the accumulation of feces 
(Figs. 1 to 5). 


ANALYSIS OF SIXTY-FIVE CASES 


Between January 1, 1908, and January 1, 1928, 
sixty-five cases of megacolon were observed at 


the Mayo Clinic. Of this number, eight were 
the so-called pesudomegacolon or secondary type, 
and fifty-seven were idiopathic. 

The cases of secondary megacolon are of in- 
terest for comparative purposes. Two of the 
eight patients were males and six were females, 
representing a proportion of 1:3. This is the 
reverse of the sex incidence in the idiopathic 
type. The ages of the eight patients with 
pseudomegacolon ranged from fourteen to fifty- 
one years, only one patient being less than twenty. 
These correspond to Hirschsprung’s classification 
of pseudomegacolon which he defined as mega- 
colon occurring in adults. Constipation was the 
chief complaint in six of the cases and the dura- 
tion ranged from one year to fifteen years. Ab- 
dominal distention was observed in six cases. 
Palpable abdominal tumor and impairment of nu- 
trition each were noted in one case. The roent- 
gen-ray examination of the colon was positive in 
four cases and negative in one case. Surgical 
treatment was required in seven cases and med- 
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ical treatment was employed in one case. The 
obstructive factors recorded in six cases included 
adhesions, volvulus, fecalith, polyp, cyst of the 
sacrum and fibromyoma of the uterus. The first 
and second stages of the Mikulicz operation were 
employed in two cases, and colocolostomy, appen- 
dicostomy, subtotal abdominal hysterectomy, as- 
piration of cyst and appendectomy each in one 
case. Two patients died, one two days and one 
nine days after a Mikulicz operation. One pa- 
tient died from an unknown cause eight years 
after colocolostomy. Three patients were cured 
by operation and one was improved. We were 
unable to communicate with the patient who had 
received medical treatment. 

There are fifty-seven cases of idiopathic mega- 
colon in the series. Forty-two occurred in males, 
and fifteen in females, representing a propor- 
tion of 2.8 :1. The ages ranged from one month 
to fifty-seven years. Seven patients were aged 
one year or less, twenty-five were between one 
year and twelve years and two were between 
twelve and twenty years. Fourteen were in the 
third decade, four in the fourth, three in the 
fifth, and two in the sixth ; thus there were thirty- 


two children and twenty-five adults. 
tients were brothers. Other congenital anomalies 
were associated with megacolon in nine cases. 
Imperforate anus was present in one case, imper- 
forate anus associated with rectovaginal fistula 
in two cases, and imperforate anus and recto- 
vaginal fistula associated with bicornute uterus in 


Two pa- 


two cases. In all of these five cases the imper- 
forate anus had been operated on previously but 
megacolon persisted in spite of the fact that ob- 
struction was relieved and in one case incon- 
tinence of feces was complained of. It is pos- 
sible that the imperforate anus and other con- 
genital deformities of the anal canal were the 
etiologic factor in the production of the dilata- 
tion of the colon in these five cases. Relief of 
the obstruction did not cure the megacolon; 
nevertheless it is questionable whether these five 
cases should be included in the group of cases 
of typical primary megacolon. Undescended 
testicle was present in one case, polydactylism of 
the hands and feet in one case, and inguinal 
hernia in two cases. 

Constipation was present in forty-six of the 
fifty-seven cases, absent in six, and not recorded 
in five. Constipation had existed from birth in 
twenty-one of the forty-six cases, from infancy 
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in nine, from childhood in seven, and in adult life 
in three. The time of onset of constipation was 
not recorded in six cases. The history of in- 
frequency of bowel movements was stressed in 
thirteen cases; in twelve of these the longest 
period between bowel movements varied from 
five to seventy-two days with an average of 
twenty days. The shortest period varied from 
one to six days, with an average of two days. 
One patient, a girl aged twenty-one, stated that 
she had gone as long as nine months without 
defecating but that ordinarily bowel action oc- 
curred from one to three months. In a few of 
the cases diarrhea had been present at intervals, 
and incontinence of feces was complained of in 
three cases. The latter was associated with 
urinary incontinence in one case. One of these 
patients had an imperforate anus, one had had 
colectomy performed elsewhere, and in the 
other anatomic basis for the incontinence was not 
found. Exceptionally large stools were men- 
tioned in two cases. In one case, 14 pounds 
of feces were removed at operation. 

Abdominal enlargement was present in forty- 
seven cases, absent in three and not recorded in 
seven. The time of onset was not stated in 
forty-five cases but distention had existed since 
infancy in three, from childhood in three and 
since adult life in two; in the last two it had 
existed for two and four years respectively. In 
most instances distention was general and uni- 
form ; in many, however, it was more pronounced 
in one region of the abdomen. In a few cases 
the outline of the colon was visible; in many it 
was palpable, and movable fecal masses were felt 
in several. Visible peristalsis was recorded in 
three cases. Mention of associated features sec- 
ondary to distention was made in twelve cases 
and included wide costal angles in five cases, dis- 
tended abdominal veins in three, displacement of 
the heart and diaphragm each in two, and free 
fluid in the peritoneal cavity in one case. 
paired nutrition was recorded in seven cases. 

The pathologic features mentioned in the thirty 
operative cases included dilatation of the colon, 
hypertrophy of the bowel wall, and elongation 
of the large intestine, all in varying degrees. 
In the twenty-five cases in which the pathologic 
characteristics especially were mentioned, the 
site of the involvement included the sigmoid 
alone in one case; inclusion of the sigmoid and 
other portions of the colon in the involvement 
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was noted in twenty-two cases, involvement of 
the descending colon in thirteen, of the trans- 
verse colon in eleven, of the entire colon in six, 
of the rectum in four, the cecum in four, the 
ascending colon in two, and the mesentery of the 
sigmoid in two. In one case in which the sigmoid 
was greatly dilated, carcinoma of the transverse 
colon was found. In one case, that of a woman 
aged forty-seven, symptoms of disease of the 
colon had not been noted, yet during an opera- 
tion for gastric ulcer typical idiopathic mega- 
colon was found. 

In forty-three cases in which roentgen-ray ex- 
amination of the colon was made, the data were 
positive in forty-two. In one case, for an unex- 
plained reason, the data were negative. At op- 
eration in this case it was found that the affected 
portion of the colon was dilated to a diameter 
of 15 cm. In one case 3 liters of opaque enema 
were required to fill the left half of the colon. 

In twenty-seven of the fifty-seven cases of 
idiopathic megacolon, medical treatment was car- 
ried out, and in thirty surgical treatment. In five 
of the twenty-seven medical cases surgical treat- 
ment was advised, and in one additional recent 


case, the patient was asked to return in one year 
for surgical intervention. The records of results 
of medical treatment are available in sixteen of 
the twenty-seven cases; nine did not reply to fol- 


low-up letters. One patient did not cooperate 
for treatment, and one will return for operation. 
Of the sixteen patients whose follow-up records 
are complete, thirteen are improved; three sub- 
sequently have died. 

In the thirty surgical cases several types of 
operation were employed. In seven cases appen- 
dicostomy or cecostomy was performed to facili- 
tate thorough-and-through irrigation of the colon. 
In five of these patients whose follow-up records 
are complete, one is cured several years after 
closure of the appendicostomy opening, one im- 
proved after irrigations, one died from intoxica- 
tion following operation, and two died at periods 
of several months after operation from unknown 
causes. Short-circuiting procedures were em- 
ployed in six cases; this jncluded ileostomy in 
one case, and ileosigmoidostomy with exclusion 
of the affected colon in five cases. Records are 
complete of five of these patients. Two are 
cured eight and thirteen years after operation, 
one is improved, and two died of postoperative 
complications. In fourteen cases radical resec- 
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tion of the affected colon was performed. Com- 
plete records were made in thirteen. Eight pa- 
tients are cured from six to eighteen years after 
operation, one has not improved, and three died 
postoperatively of surgical complications and one 
of an acute exanthem. The Mikulicz operation 
was employed in eight cases. Total colectomy 
was employed in three cases and anterior partial 
resection in three. In one of the earliest cases 
fecal impaction was broken up intraperitoneally ; 
this was followed by improvement. In two of 
the most recent cases lumbar sympathetic gan- 
glionectomy and ramisectomy was performed 
with entirely satisfactory results. 

To summarize the results of surgical treatment 
in the twenty-six cases in which the records are 
complete, thirteen (50 per cent) of the patients 
are cured, three (11.5 per cent) are improved 
and a like number are not improved. In other 
words, 61.5 per cent of the patients treated 
surgically, and traced, were cured or improved 
and of the thirty patients operated on seven 
(23.3 per cent) died following operation. The 
sixteen patients treated medically and traced can 
not be considered anatomically cured but 81 per 
cent are improved. The mortality was 19 per 
cent. In this connection it should be noted that 
in the group of patients treated medically only 
one patient was less than one year of age, which 
is the most critical period of life, whereas in the 
group treated surgically there were six. 

From this analysis it would appear that a cer- 
tain proportion of these patients can be made 
comfortable by conservative methods. Symp- 
tomatically much can be accomplished by proper 
regulation of the diet. Certain patients will be 
comfortable if the colon is irrigated once a day, 
and they may prefer to continue in this way. 

Until recently the best results have been ob- 
tained by radical operation but the risk has been 
high. The surgical mortality in this series of 
cases of 23.3 per cent compares favorably with 
that of other reported series. 

In a personal communication from Dr. Nor- 
man D. Royal we learned of the satisfactory 
results following sympathetic ganglionectomy and 
ramisectomy in four cases and in view of the 
rather high risk of radical operation on the colon 
it seemed plausible to try this procedure. 

Adson has performed sympathetic ganglionec- 
tomy and ramisectomy in two cases of mega- 
colon, apparently with decided benefit. In both 
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cases before operation it had been necessary to 
flush the colon daily, and then the patients were 
not comfortable. Within two weeks after opera- 
tion these patients were able to evacuate the 
bowels without enemas or laxatives. One patient 
has remained well for ten months since operation 
and the other for four months. In one of the 
cases the second, third and fourth lumbar sym- 
pathetic ganglia were removed with their adjoin- 
ing and communicating nerves from the left side 
only, but in the other case in which the entire 
colon was involved these ganglia and nerves were 
removed from both sides. 

The mother of the boy operated on ten months 
ago recently reported that the bowels are moving 
normally without enemas or laxatives. In this 
case a roentgenogram of the colon has not been 
made since the operation. In the second case in 
which operation had been performed four months 
ago, the child had had one enema in the interval 
since the operation and the rest of the time his 
bowels have moved normally. A recent complete 
examination was made. We found the abdominal 
distention to be markedly reduced, although still 
apparent, however. Roentgenograms not only 
showed the reduced size of the colon but the 
peristaltic contractions. 

We believe that the results of sympathectomy 
in these cases justify the operation in others. If 


it fails, the more serious and more radical pro- 
cedure, removal of the colon, can still be carried 
out. 
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THE CUNNINGHAM “TANK TREATMENT” 
Dr. Orval J. Cunningham of Kansas City, Mo., 
has been treating certain pathologic conditions by 
means of compressed air over a period of some 
years. In Kansas City he has constructed a cylin- 
drical tank about ten feet in diameter and nearly 
ninety feet in length. The tank is said to be 
equipped with air lock, toilets, shower baths, com- 
partments, and Pullman car equipment. News- 
papers report that a tank is to be constructed in 
Cleveland. Advertising for a concern that was to 
operate the Cunningham “treatment” in California 
declared, “it now appears positively proven that 
syphilis, pernicious anemia and diabetes are curable 
by this method. . . .” Dr. Cunningham’s thesis 
is that diabetes mellitus, pernicious anemia, syphilis, 
hypertrophic arthritis and carcinoma are all due to 
bacteria of an anaérobic type. He holds, further, 
that the oxygen content of the tissues is greatly in- 
creased when the patients are put in his compressed- 
air tank and that the compressed air treatment is 
curative in certain cases of diabetes mellitus, per- 
nicious anemia, hypertrophic arthritis, syphilis and 
carcinoma. The status of the “tank treatment” is 
obvious; Dr. Cunningham claims unusual results for 
his treatment but has published no case reports nor 
furnished the medical profession with any evidence 
to support the claims. His thesis is altogether with- 
out proof. (Jour. A. M. A., May 5, 1928, p. 1494.) 


ETHYLENE-CHENEY 

The A. M. A. Chemical Laboratory publishes a 
further report of specimens of ethyelene for anesthesia 
examined for the Council on Pharmacy and Chemistry. 
Its previous reports concerned the products of the 
Ohio Chemical and Manufacturing Co., Kansas City 
Oxygen Gas Co. and Certified Laboratory Products 
Co. These products were tound of good quality and 
have been accepted for New and Non-official Remedies. 
The present report is on the ethylene for anesthesia of 
The Cheney Chemical Co., Cleveland, Ohio. The first 
specimens were found to contain some acetylene. 
When the Laboratory’s findings were sent to the manu- 
facturer, the firm took steps to supply a product which 
should be free from acetylene and submitted a specimen 
that was free from acetylene and complied with the 
New and Non-official Remedies standards for ethylene 
for anesthesia. (Jour. A. M. A., May 5, 1928, p. 1444.) 





EXPLOSIONS OF ETHYLENE 

Several ethylene explosions have been reported 
but only two have been fatal. The greater number 
of explosions have been due to electrostatic con- 
ditions and have occurred during the winter months. 
Ethylene is an inflammable gas and should not be 
used in the presence of a cautery, open flame, or any 
electrical apparatus capable of producing a spark 
from any cause. (Jour. A. M. A., May 19, 1928, p. 
1650.) 





ANURIA* 


DaniEL N. E1senpratTH, A.B., M.D. 
Chicago 


BETTER comprehension of the many 
A causes of anuria has reawakened interest in 
a subject which is not only of importance to the 
urologist but to those in nearly every other field 
of medicine. Concomitant with the more in- 
tensive study of the question, there has been a 
marked improvement in the early diagnosis of 
the variety of anuria and a corresponding de- 
crease of the previous high mortality rate. 

Some years ago a patient was admitted to our 
service at the Michael Reese Hospital in a state 
of coma. Repeated catheterization failed to re- 
veal the presence of more than a few drops of 
bloody urine in the bladder. He died within 
forty-eight hours after admission. At autopsy 
the condition shown in Figure 1, and E of Figure 
2, was found. There was a complete blocking 
of the ureter of the right kidney by a calculus 
situated about midway between the bladder and 
kidney. The opposite organ was the seat of a 
congenital lack of development, i.¢., a hypoplasia, 
so that it was unable to do the work of both 
kidneys when its mate was obstructed by the 
ureteral calculus. 

This case impressed upon me the necessity of 
a search for a possible obstruction or a lack of 
development or even congenital absence of the 
opposite kidney in every case of either oliguria* 
or anuria. 

Shortly afterwards a patient was seen in con- 
sultation with almost complete anuria and some 
of the symptoms of incomplete tolerance to be 
mentioned later. There was a history of a fall 
into the cold water of a neighboring lake, fol- 
lowed by anuria. 

No obstruction was encountered in either 
ureter and radiography failed to reveal a shadow. 
Ureteral catheterization, however, was followed 
by immediate recession of the symptoms and an 
abundant output of urine. At a later urologic 
study, a congenital lack of development? of one 
kidney was found on pyelographic examination 
and confirmed by functional tests. This case was 


*Read before the Hennepin County Medical Society, Minne- 
apolis, Minnesota, Feb. 29, 1928. 

1The term oliguria is employed to describe a very marked 
decrease in the urinary output. 

2This case was reported in the Jour. A. M. A. 


probably of the secretory type to be mentioned 
shortly, yet was relieved by ureteral catheteriza- 
tion. 

Profiting by these observations, we determined 
to give every case of anuria in which there was 
an absence of a history such as bichloride poison- 
ing, the benefit of immediate ureteral catheter- 
ization even in the presence of negative radio- 
graphic findings. 

A third case was admitted a few months later 
with the history of left-sided colicky pain similar 
to that seen in renal and ureteral calculi. Almost 
immediately after the onset of the pain there 
was complete anuria- and recurrent emesis. 
Catheterization of the bladder revealed only a 
few drops of bloody urine. Radiography for a 
possible calculus was negative. On cystoscopic 
examination only a left ureteral orifice was found. 
An obstruction about 4 cm. above the bladder 
was encountered in the left ureter. A ureteral 
catheter was passed with some difficulty beyond 
the obstruction. The continuous flow of urine 
from the corresponding renal pelvis soon con- 
firmed our opinion that we were dealing with an 
obstructive type of anuria in an individual with a 
congenital solitary kidney. Although temporary 
relief followed the ureteral catheterization, a 
ureterotomy above the point of obstruction was 
necessary a few days later. The cause of the ob- 
struction was found to be a stricture close to 
the bladder in the left ureter. Recovery followed 
the operative procedure. 

Since encountering these three cases, we have 
urged our colleagues and those with whom cases 
of oliguria or anuria have been seen in consul- 
tation, to keep in mind the fact that the majority 
of anurias are due to some form of obstruction 
at the outlet of the renal pelvis or distal to it 
and to have a urologic examination made at the 
earliest possible moment. As a result of this ad- 
vice, a fairly large number of cases have been 
seen during the past five years, both in our serv- 
ice and in consultation. We have been more 
and more impressed with the necessity of a uro- 
logic study being carried out at the earliest pos- 
sible moment. 
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Two cases seen in consultation during the past 
six months have been especially impressive. In 
one case, a man of 60 was seen on the eleventh 
day of an anuria. Because radiography* for 
calculus was negative, an obstructive anuria had 
been excluded. Ureteral catheterization quickly 
revealed a complete block of the left ureter but 
operative measures were of no avail because of 
the fact that the patient was passing out of the 
period of tolerance* into that of uremia. In the 
second case, there was also an absence of a his- 
tory of colicky or other type of pain pointing to 
some form of ureteral obstruction. For this rea- 
son ureteral catheterization had not been deemed 
necessary. The patient was seen on the ninth 
day of the anuria. An hour or so before being 
seen by me, there had been a sudden return of 
urinary secretion. Urologic study consisted 
simply of cystoscopy because lying on the floor of 
the bladder was a typical uric acid calculus 
which had evidently just been expelled sponta- 
neously from the edematous right ureteral ori- 
fice. In this last case, there was unquestionably 
a reflex inhibition of secretion of the opposite 
nonobstructed kidney. 

It is essential to approach every case of anuria 
without too fixed an opinion as to its cause. It 
is true that, with a history of bichloride poisoning 
or a similar self-evident cause, one would not 
think of anything but an anuria of the type 
termed secretory (see below). These cases are in 
the minority clinically and it-is to direct attention 
to the necessity of keeping in mind the fact that 
the majority of anurias are of obstructive origin, 
that this paper has been written. 

We the 
anuria to be a simple one: 

A. Obstructive 
post-renal). 

(a) 


have found 


following division of 


(also termed excretory or 


Unilateral block by calculus, stricture, in- 


jury® or neoplasm with normal opposite kidney. 
The anuria in such cases is best explained by 
reflex (H of Fig. 2) inhibition of the secretory 


activity of the opposite organ. 
a combination of 
anuria. 

(b) Unilateral block by calculus, stricture, 
injury® or neoplasm with congenital absence (D 


We thus have 
obstructive and secretory 


3Radiography as a means of diagnosis of calculus both 
renal and ureteral is negative in about 15 per cent of cases. 
The calculi after removal from this patient yielded only a faint 
shadow when placed directly upon an x-ray kim. 


4The meaning of this term is referred to under Symptoms. 
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of Fig. 2), lack of development (E of Fig. 2), 
complete loss of function as the result of dis- 
ease or injury and finally absence of the oppo- 
site kidney as the result of previous operation 
(C of Fig. 2). 

(c) Bilateral block by calculus (F and G of 
Fig. 2), or stricture. 

B. Secretory anuria (this includes prerenal 
and renal causes). 

1. Disturbances of circulation proximal to the 
kidney itself (prerenal). (a) Vascular spasm of 
the main renal vessels, probably as the result of 
stimulation of the splanchnic nerves (see treat- 
ment). (Fig. 2, A.) 

(b) Anuria as a symptom of hysteria due to 
the same cause as mentioned under (a). 

(c) Reflex inhibition of secretion as the re- 
sult of peripheral irritation. In this subdivision 
would be included the cases of anuria following 
cessation of secretion after passage of urethral 
instruments (urethrorenal reflex), after sudden 
evacuation of the bladder (vesicorenal reflex), 
during or after ureteral catheterization (uretero- 
renal reflex) and similar forms of peripheral ir- 
ritation. A glance at Figure 2 leads one to real- 
ize the intimate relation not only of the differ- 
ent portions of the urinary tract to each other 
but also of the abdominal viscera to the kidneys 
so far as their nerve supply is concerned. 

(d) Embolism or thrombosis of the main 
renal vessels of both sides or of one side with 
reflex irritation of the opposite kidney. (Fig. 2, 
3.) 

(e) A marked decrease in blood pressure as 
often seen in shock. 

(f) Dehydration due to loss of large quanti- 
ties as seen in cholera, severe hemorrhage, in- 
testinal obstruction with repeated emesis, severe 
diarrheas (not due to cholera) and advanced 
cardiac decompensation. 

2. Disturbances affecting the renal parenchy- 
ma (renal causes). In this division may be 
placed anuria complicating the various types of 
nephritis and nephrosis such as anuria after 
scarlatina, bichloride and similar chemical ne- 
phroses, the anuria observed in pregnancy, after 
gallbladder operations and after removal of a 
kidney. In the last named form of anuria, the 
parenchymal changes in the remaining kidney 

5Under injury are included not only those due to non- 
penetrating (subparietal) or penetrating force, but also follow- 


ing gynecologic operations or ureterotomy for the removal of 
calculus. 
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have either been overlooked or underestimated. 

Either the first or the second step of pros- 
tatectomy may be followed by anuria. The ma- 
jority of these are due to renal parenchymal 
changes but a certain proportion can no doubt 
be best explained by the peripheral irritation 
theory previously described. 


Hypoplasia 


Acule vuppuralt ve 


Pyé/o nephrilis 


referral — 
calcuhes 





Fig. 1. Conditions found at autopsy of male, aged 40, who 
entered hospital comatose and died after 48 hours of complete 
anuria. Note how a calculus blocks right ureter. The opposite 
(left) kidney had never developed (hypoplasia) and was unable 
to carry on the work of both kidneys. A large calculus was 
also found in a vesical diverticulum close to right ureter. 


Anuria is comparatively rare in bilateral tu- 
berculosis, neoplasms and polycystic disease. The 
patients usually die of uremia without a preced- 
ing anuria. 

C. Transition or combination group of anu- 
rias.—In this group inay be placed® cases of anu- 
ria following transfusion, burns, gas bacillus in- 
fection, potassium chlorate poisoning and black- 
water fever malaria. There is an ob- 
structive factor in the form of blocking of in- 


from 


6Rubritius (Zeitschr. Urol. Chir. 23, 338, 


1927) is the first to 
place these cases in a separate group. 
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numerable renal tubules by hemoglobin crystals 
and a resultant interference with the secretory 
activity of the renal parenchyma. 


SYMPTOMS AND DIAGNOSIS OF ANURIA 


Cases of anuria present clinically under the 
following pictures: 


A 


W\ AN 
rN 
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Fig. 2. Diagrams of causes of anuria. A. Inhibition of 
renal secretion through its nerve supply as result of central 
or peripheral (urethral or ureteral catheterization, injury, etc.) 
irritation. B. Obstruction of vessels by thrombosis with reflex 
inhibition of opposite kidney. C. Disease, neoplasm, etc., of 
remaining kidney when opposite organ has been removed. D. 
Blocking of ureter of congenital solitary kidney. E. Ureter 
of normally developed kidney is blocked and opposite one un- 
able to do the work of both because of hypoplasia. F. and G. 
Occlusion of both renal pelves or ureters by calculi, etc. H. 
Block of normal ureter or renal pelvis with reflex inhibition of 
opposite normal kidney. I. Bilateral block by extrinsic neo- 
plasm (uterus, bladder or prostate). 


1. Those in which aside from the anuria 
there is a complete absence of any symptoms un- 
til the period of tolerance has been passed. 

2. Those which present only minor degrees 
of intolerance (incomplete tolerance stage). 

3. Those in which the period of tolerance is 
very short (twenty-four to forty-eight hours). 

3y period of tolerance is meant the interval 
between the time when the anuria is first noticed 
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and the appearance of symptoms of uremia. 
This latter is usually spoken of as the period of 
intolerance. During the period of complete tol- 
erance there is an absence of symptoms of in- 
toxication (by retained waste products in the 
blood and tissues) of the central nervous system. 
The patient appears to be enjoying excellent 
health and it is only the anuria which attracts at- 
tention. In some cases this period of tolerance 
may last only for twenty-four hours; in the ma- 
W. A. 
Myers’ collected nineteen cases in which the pe- 
riod of tolerance was from twenty to twenty-nine 
days and added a personal case in which it was 
thirty days following a malignant (primary uter- 


jority, however, it is of longer duration. 


ine) obstruction of both ureters. 

In many cases there are symptoms of a minor 
degree of intolerance in the form of: (a) occa- 
sional or more frequent hiccough ; 
and vomiting ; 


(b) nausea 
(c) slight muscular twitching; 
and (d) drowsiness, a feeling fatigue and mus- 
cular weakness. These must be looked upon as 
warning signals of the advent of the period of 
complete intolerance. In the latter the two out- 
standing features are coma and convulsions. 
They do not differ from those observed in cases 
of uremia without such a preliminary period of 
tolerance and anuria. 


The diagnosis of the cause of the anuria is 
not difficult in cases where: (a) there has been 
a previous nephritis; (b) a history of poison- 
ing, e.g., bichloride; (c) where the anuria fol- 
lows a gynecological operation, e¢.g., hysterecto- 
my; (d) in cases in which a diagnosis of uni- 
or bilateral renal or ureteral calculi has been 
made prior to the onset of the anuria; (e) where 
oné kidney has been removed because of calcu- 
lous infection, tuberculosis or neoplasm; (f) 
where there is a history of or still existent evi- 
dences of a malignancy of the uterus, bladder or 
prostate; and (h) history of marked dehydra- 
tion, transfusion or other cause of hemolysis. 

Rubritius*® collected 900 cases of anuria and 
found that in 355 the anuria was of the ob- 
structive type and due to calculi. His analysis of 
these 355 cases is of interest in relation to the 
question of urologic examination, to be con- 
sidered next. The cases were divided as follows: 
Bilateral calculi 88 cases or 24.8% 


7Jour. A. M. A. 85, 10 (July 4), 1925. 
8Loc. cit. 
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Unilateral calculi 
(a) Opposite kidney dis- 
eased 44 cases or 124% 
(b) Condition of opposite 
kidney unnkown ........ 53 cases or 
(c) Opposite kidney ab- 
sent” 


14.9% 


113 cases 
inhibition of 
opposite kidney ses Or 


2? Or 
31.8% 
(d) Reflex 
16.1% 


THE IMPORTANCE OF A UROLOGIC EXAMINATION 


This should be carried out as soon as possible 


after the diagnosis of oliguria or of anuria has 
been made in order to exclude the presence of 
an obstruction due to a calculus or stricture of 
the ureter. The chief object of,this paper is to 
make a plea that the earlier this is done, the 
smaller will be the percentage of cases allowed 
to go so close to the end of the period of toler- 
ance that relief comes too late. 

Such a urologic examination can only be made 
by one who is trained in cystoscopy and ureteral 
catheterization and includes the following steps: 

(a) Palpation of abdomen for enlargement 
of one or both kidneys. 

(b) Catheterization of the bladder in order to 
be certain that no urine is being excreted. 

One must always remember that a severe diar- 
rhea or the vomiting of large quantities of fluid 
or profuse perspiration may greatly decrease the 
quantity of urine secreted. 

(c) Plain radiography. Even when there is 
a history of one or more attacks of colicky pain, 
a shadow of a calculus may be absent or the ob- 
struction as in several of our cases, be due to an 
impermeable ureteral stricture. About 15 per 
cent of all renal and ureteral calculi are shadow- 
less, so that too much reliance must not be placed 
on a negative film. 

(d) Cystoscopy and ureteral catheterization. 
—This will enable one to differentiate a secre- 
tory from an obstructive anuria more rapidly 
than any other method. Cystoscopy will reveal 
whether only a single or two normally located*’ 
ureteral orifices are present. If one fails to en- 
counter any obstruction when both catheters are 
introduced for a distance of 28 to 30 cm. on both 
sides and still no urine (or indigocarmin in- 


9As the result of previous operation or congenitally absent 
or hypoplastic (see above). 


10In a small percentage of cases of congenital solitary 
kidney, there may be two ureteral orifices normal in appear- 
ance and location, but the ureter is rudimentary (3.4 cm.) on 
the aplasia side as in one of our cases. 
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jected intravenously) escapes, the anuria is not 
of the obstructive type. 

If previous plain radiography revealed the 
presence of suspected calculous shadows, the di- 
agnosis can be rapidly confirmed by the detec- 
tion of an obstruction in one or both ureters or 
renal pelves (Fig. 2). If an obstruction due to 
a calculus or a stricture be found on one side 
and there is no obstruction on the opposite side, 
the anuria is due to a reno-renal reflex, i.e., an 
inhibitory influence transmitted by way of the 
splanchnic nerves of one side to those of the op- 
posite kidney (H of Fig. 2). If the obstruc- 
tion has been passed on one side and urine be- 
gins to escape continuously from the distal end 
of the ureteral catheter on this side, but either 
fails to do so from the opposite side or only a 
small amount of urine or indigocarmine is ex- 
creted from the opposite side, one must be sus- 
picious of the presence of a hypoplastic organ, 
or of the absence of the opposite kidney (con- 
genital solitary) or of a marked decrease of 
function as the result of disease. Pyelography 
is contraindicated during an anuria but there can 
be no objection to it a few weeks later. 

(e) Blood chemistry. This is at present the 
most reliable criterion of the degree of nitrogen 
retention in the blood. It does not yield much in- 
formation as to retention in the tissues. For 
clinical purposes, however, the percentage of 
urea and of creatinin which daily chemical ex- 
aminations of the blood reveal, are an index of 
how close one is approaching to the period of in- 
tolerance. Total nonprotein nitrogen contents of 
above eighty or of creatinin above 2.5 mg. per 
100 c.c. are danger signals which must not be 
disregarded. 


TREATMENT OF ANURIA 


The first problem is to determine at as early a 
period as possible, whether the anuria is of the 


secretory or obstructive type. The outlook is 
not as good as a rule in the former. The thera- 
peutic measures at our disposal are the follow- 
ing: 

1. Administration of large quantities of fluid. 
(a) By proctoclysis. This at first glance appears 
to be an inadequate method, yet it is surprising 
to observe the quantity which can be given by 
this route in twenty-four hours. We prefer to 
employ a ten per cent glucose solution with ordi- 
nary tap water. 
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(b) Hypodermoclysis. This method of ad- 
ministration has its limitations but one can give 
1000 c.c. of distilled water if necessary at least 
three or four times in twenty-four hours, pref- 
erably into the submammary or axillary tissues. 

(c) Intravenous administration. It is aston- 
ishing to note the relief of such symptoms as 
hiccough following the use of a 10 per cent glu- 
cose solution thus given. One is limited to per- 
haps one or two injections in twenty-four hours. 

(d) The use of the duodenal tube. Mc- 
Carthy, Killian and Chace’* were successful in 
relieving an anuria of reflex origin by giving a 
4 per cent glucose and 2 per cent sodium bicar- 
bonate solution through the duodenal tube. Un- 
less one has tried the administration of large 
quantities of fluid by this method, it is difficult 
to realize how simple and efficacious it proves 
to be. 

2. Nerve blocking.—This is a comparatively 
recent method and depends on the ability to 
block?® the nerves (splanchnics) which inhibit 
renal secretion. Relief of cases of anuria by this 
method have been reported by Neuwirt,™* and 
Haslinger* in reflex anuria (due to calculous 
block on the opposite side) and by Havlicek** 
in two cases of anuria in scarlatinal nephritis 
and also in one case of eclampsia. Rubritius 
states that splanchnic block has been successful 
in seven of eight cases. We have had no per- 
sonal experience but believe it worthy of trial in 
cases especially of reflex anuria after removal of 
the contralateral obstruction or the passage of a 
ureteral catheter beyond the obstruction, has been 
unsuccessful. 

3. Decapsulation.—Several successful cases 
have been reported. In a recent case of Nico- 
lich?’ the anuria developed on the second day 
after a nephrectomy. Decapsulation of the re- 
maining kidney relieved the anuria. A similar 
successful outéome in a case of scarlatinal nephri- 
tis is reported by Higgins and Graf.** Decapsu- 
lation for bichloride nephrosis has only been fol- 
lowed by one recovery in twenty-three reported 


11It is best to dilute a concentrated (50 per cent) solution 
now put up in ampoules by several pharmaceutical houses. 

12Jour. Am. Med. Assn. 80, 1043, 1923. 

13The technic is described in Labat’s book on_ Regional 
Anesthesia, in the recent monograph by Mandl (Julius 
Springer, Vienna, 1926) on paravertebral injection as well as in 
the article by Haslinger (Zeit. f. Urol. 21, 174, 1927). 

14Zeit. Urol. Chir. 11, 75, 1922. 

15Zeit. Urol. 21, 174, 1927 

1eZeit. Inn. Med. 46, 465 (May 16), 

17Jour. d’Urol. 20, 41, 1925. 

1sAm. Jour. Dis. Child. 33, 926, 1927. 


1925. 
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cases. It is claimed by those who advocate the 
use of splanchnic block that the latter is equally 
as effective as decapsulation. 

4. Ureteral catheterization—This offers the 
best outlook in cases of obstructive anuria and 
should be given a trial for forty-eight hours but 
not longer. It may only give temporary relief 
so that the patient is in much better condition for 
later operative procedures if one or both kidneys 
have been drained by the inlying ureteral cath- 
eter. Rubritius’® collected 118 cases of calcu- 
lous anuria reported up to 1926. The relief of 
the anuria was permanent in 99, temporary in 11 
and failed in eight cases. Our own five cases 
in which the anuria was completely or tempo- 
rarily relieved by ureteral catheterization are not 
included in these statistics. No time should be 
lost before this method of treatment is instituted 
in a case of anuria due to obstruction by a cal- 
culus or a ureteral stricture. Every twenty-four 
hours of delay in relieving the anuria means a 
rapid increase in the mortality rate. If one is 
unable to pass the obstruction, immediate oper- 
ative interference is indicated. The same is true 
of cases in which the catheters (ureteral) be- 
come blocked or are expelled and the anuria re- 
curs. Ureteral catheterization should always be 
supplemented by the administration of large 
quantities of fluid as described above. 

5. Operative Measures.—The value of decap- 
sulation in certain cases of nephrosis and nephri- 


19Loc. cit. 
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tis has been referred to. This method is worthy 
of trial in the secretory type of anuria when 
splanchnic block and other measures fail to give 
relief. Jn obstructive anuria, operative interfer- 
ence is no longer the only method of treatment. 
It has been superseded to a great extent by 
ureteral catheterization. The type of operation 
to be employed in cases in which ureteral cathe- 
terizations, splanchnic block and other methods 
have failed, depends somewhat upon the experi- 
ence of the individual operator. Some prefer 
nephrostomy, or pyelostomy or ureterostomy re- 
spectively with removal of the calculus at the 
same sitting. Much depends on the condition of 
the patient. If operation is undertaken during 
the first days of the anuria when there are no 
evidences of even the minor degree of intoler- 
ance, as mentioned under symptoms, it is justifi- 
able to remove a calculus which obstructs the 
ureter or renal pelvis and utilize the ureterostomy 
or pyelotomy for drainage purposes. If, how- 
ever, the symptoms of even the minor degree of 
intolerance (such as hiccough, apathy, twitching, 
emesis, etc.) are present, it is advisable to be 
content with a pyelostomy under paravertebral 
anesthesia and remove the ureteral obstruction 
secondarily. When the results of the chemical 
examination of the blood reveal a total nonpro- 
tein nitrogen of 150 mg. per 100 c.c. or even 
higher and a creatinin of 5 mg. or higher, neither 
nonoperative nor operative measures are of much 
avail. 





FAKE COD LIVER OIL TABLETS IN 
ENGLAND 


In the city of Salford, England, there was sold at 
a large chain drug store “McCoy’s Cod Liver Oil 
Extract Tablets.” The town of Salford proceeded 
against the store in question, prosecuting it for sell- 
ing cod liver oil tablets that were essentially mis- 
branded. Chemical and biologic tests showed that 
McCoy’s Cod Liver Oil Extract Tablets contained 
neither vitamin A nor vitamin D, and that, medicin- 
ally as a substitute for cod liver oil, the tablets 
were worthless. (Jour. A. M. A., May 12, 1928, p. 
1575.) 





LIVER IN SECONDARY ANEMIA 


There is clinical evidence both for and against 
the effectiveness of liver diet in anemias other than 
the pernicious type. (Jour. A. M. A., May 19, 1928, 
p. 1650.) 


R. P. N. TABLETS 

One of the latest humbugs in the field of epilepsy 
mail-order quackery is the product called “R. P. N.,” 
put out by the Arpen Laboratories, which does busi- 
ness from a postoffice box in Milwaukee, Wis. In 
the advertising that is sent out the sufferer is led 
to believe that, in R. P. N. Tablets, there is a cure 
for his ailment. The A. M. A. Chemical Laboratory 
analyzed the preparation and concluded that each 
tablet is equivalent to 0.2 gm. ammonium bromide; 
0.45 gm. of sodium bromide; 0.11 gm. of sodium 
chloride, and 0.0031 gm. of potassium bromide. 
From the analysis it is seen that R. P. N. Tablets 
belong to the old-time group of quack “epilepsy 
cures,” consisting of mixtures of bromides. The 
preparation will not cure a case of epilepsy, while, 
indiscriminately used—as it must be—by persons 
who are ignorant that it contains bromides, may 
easily result in adding to the epileptic sufferer’s 
condition the dangers of bromism. (Jour. A. M. A., 
May 26, 1928, p. 1728.) 
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THE TREATMENT OF ARTERIOSCLEROTIC GANGRENE AND 
ALLIED TROPHIC DISORDERS* 


Epwarp A. REGNIER, B.S., M.D. 
Instructor in Surgery, University of Minnesota 


Minneapolis 


. i the average clinician, the subject of the 
treatment of gangrene has, until recent years 
at least, been very short and easily disposed of, 
i.e., wait for a line of demarcation and amputate. 

In order that the rationale of treatment we 
have employed may be more obvious, a brief 
outline of classification, clinical manifestations 
and pathology seems imperative. Perhaps in no 
field of medicine have greater difficulties arisen 
in clinical diagnosis than in that of circulatory 
diseases. We are greatly indebted to Buerger for 
clarifying the field and his classification is un- 
doubtedly the best to date. He deviates from 
the old classification and offers the following: 

I. Gangrene due to external or direct causes, 

viz.— 
A. Trauma 
B. Thermal 
C. Chemical causes 
D. Microbic action 
II. Gangrene due to internal or indirect causes: 
A. Injury to main nutrient vessel to a 
part 
. Diseases of blood vessels 
1. Arteriosclerosis 
2. Thrombo-angiitis obliterans 
3. Endarteritis 
4. Miscellaneous affections of ar- 
teries 
C. Thrombosis and embolism 
III. Neuropathic gangrene 

Gangrene may be defined as death of tissues 
due to impaired or absent blood supply. 

It can only be prevented by virtue of the de- 
velopment of an adequate collateral circulation 
—and this fact prompted the work which we 
have carried on and outlined in this writing. 

With the thought of establishing collateral cir- 
culation before gangrene actually takes place or 
when the first signs of necrosis appear, it is 
necessary to recognize the premonitory symp- 
toms of gangrene and to keep in mind the factors 


*From the Department of Surgery, Minneapolis General 
Hospital. Presented before the Minneapolis Surgical Society 
Jan. 5, 1928. 
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which influence its development, if therapeutic 
measures are to be of any avail. These factors 
fall into two groups, genera: and local conditions 
of the patient. To general conditions belong age, 
prolonged illness, infection, diabetes and syphilis, 
while to local conditions belong trauma, inflam- 
mation, local vascular diseases, posture and stasis 
from constrictions, etc. 

The subjective and objective phenomena which 
signalize the advent of gangrene are essentially 
those of impaired circulation. 

1. The chief and most constant subjective 
symptom is that of intermittent claudication or 
cramp-like pain in the muscles of the legs during 
This is al- 
most a constant symptom in cases of threatened 
gangrene. Often there is a complaint of weak- 
ness in these muscles. 


exercise, which disappears on rest. 


2. Coldness: both subjectively and objective- 
ly, occasional numbness or paresthesia in the ex- 
tremities is fairly constant. 


3. Coldness is sometimes accompanied by 
cyanosis. 


4. Rubor of a reddish-purple color termed 
“erythromelia” by Buerger is present with a limb 
in the dependent posture. 

5. Absence of pulsations in palpable vessels 
of extremities. 

6. Blanching on elevation of extremities above 
horizontal. 

7. Trophic 
bosis. 

So manifold are the clinical pictures presented 
by the various types of circulatory disorders that 
a given case may present any number of the 
above symptoms. A typical clinical course usual- 
ly begins with pain in the calves of the legs on 
walking, then coldness of toes or feet and oc- 
casionally an ulcer develops on the toe or foot. 
They may get along with no ulcer or gangrene 
until exposure to cold or trauma causes ne- 
crosis and a patch of dry or moist gangrene. 
Diabetics particularly often report for treatment 


changes and occasional throm- 
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of an ulcer on the foot or an ulcer of the nail 
bed with a patch of dry gangrene. 

The clinical forms may be anything from 
simple trophic disorder only to cases of chronic 
gangrene with atrophy of all tissues including 
bone and mummification of tissues from the 
knee down. Arteriosclerotic gangrene rarely af- 
fects the upper extremities. 

According to Buerger, so-called diabetic gan- 
grene does not vary from arteriosclerotic 
gangrene from a pathological standpoint. The 
symptoms may be identical in the two conditions 
or may vary slightly after trophic disorders de- 
velop due to hyperglycemia. Diabetics are more 
prone to develop gangrene as a result of trauma. 
Many of the clinical symptoms of impaired cir- 
culation may be absent but the arterial changes 
are the same. Marchand defined arteriosclerosis 
as a deteriorative disease of vessels. Because of 
the fatty changes that occur in the vessel walls 
this disease had been termed “atherosclerosis” in 
contradistinction to Lobstein’s term arteriosclero- 
sis. WVirchow described the hyperplastic changes 
of the intima as an “endarteritis.” Taking 


Buerger’s summary of the arterial lesions in ar- 


teriosclerotic and diabetic cases, it reads thus: 
“Extensive degeneration of arterial walls, intense 
occlusion of a vessel course or combinations of 
intense arteriosclerosis with thrombosis. 

Hence the sequence of these lesions is im- 
paired nutrition due to thickening, loss of elastic- 
ity and occlusion from atherosclerosis or throm- 
bosis. The larger arteries only are affected in 
this type of arterial disease—the small vessels 
remaining unchanged. For this reason, the use 
of postural measures, hypertonic bacteriocidal 
solutions and especially local heat as therapeutic 
agents to develop collateral circulation in the 
small arteries and clean up infections, seems 
very rational. The end-result is mechanically 
a loss of blood supply and consequently can be 
treated only by attempts to establish collateral 
circulation. 

Our attempts have been limited to the treat- 
ment of arteriosclerotic gangrene and, as pre- 
viously stated, include that in diabetics. One 
case of Raynaud’s disease was also treated and 
will be reported later. 

Our aim has been to treat these patients 
prophylactically when possible and to classify 
them according to case types. Prophylactic meas- 
ures consist in instructing the patient to avoid 
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long periods of walking or standing, severe ex- 
posure to cold, possible trauma from blows, tight 
shoes, to avoid treating corns, ingrown nails, etc., 
and to keep clean. Some men claim that alcohol 
and tobacco should be restricted. Diabetics 
should be cared for by a competent internist. 
This is extremely important, as will be brought 
forth in a case report to follow. No case needs 
greater cooperation in the treatment of gangrene 
than the diabetic for the response of gangrene to 
local treatment in such a case is in direct ratio 
to the state of the blood sugar. 

The methods we have used to improve the cir- 
culation have been postural, thermal and combi- 
nations of the above using moist and dry heat. 
We have not used diathermy. Methods some- 
what similar to these were first used by Buerger 
in treating thrombo-angiitis obliterans. Postural 
treatment consists in producing periods of ische- 
mia by elevation of the extremity followed by 
hyperemia with the extremity in a dependent 
position and alternating with circulation in a 
horizontal position. Here again the cases must 
be well chosen. When gangrene is extensive or 
where cellulitis or thrombophlebitis is present 
this treatment is too drastic and is contraindi- 
cated. 

For an early case the leg is elevated high 
enough to produce blanching, in other words 
above the angle of sufficiency. It is held in posi- 
tion by an overhead sling or a Thomas splint as 
shown in the photographs. While in this position 
the extremity is kept as warm by dry heat as 
comfort will allow. This tends to produce a 
capillary hyperemia and at least prevents the de- 
gree of ischemia which would result without 
it. This position is maintained from fifteen to 
forty-five minutes and then the patient sits up 
and hangs the leg down on the floor, usually in 
a water bath at a temperature of 90 to 105. All 
cases having ulcers, abrasions, moist gangrene or 
small areas of dry gangrene are hung in a bath 
of saline or 2 to 4 per cent boric acid at the 
above temperatures. This increases the hyper- 
emia of posture, maintains heat, and combats 
infection. After fifteen to thirty minutes in the 
dependent posture the patient is given a rest 
period with the leg in a horizontal position for 
an hour. Each cycle or seance of this character 
occupies two to three hours and we aim at 
giving three or four treatments daily. Some pa- 
tients cannot endure these changes of posture 
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very long because of pain and their treatment is 
shorter at each sitting, making the rest period 
longer. All foci of infection, systemic disease 
such as diabetes, nephritis or syphilis should be 
We 


have proven that ordinary so-called hot packs and 


actively treated by competent measures. 


Fig. 1. P. K. photograph taken June 19, 1926, shows gan- 
grenous ulcer on the dorsum of the right foot. The extensor 
tendon of the first toe has sloughed. At the present time the 
foot is still perfectly healed and the patient has full use of it. 


external heat is insufficient to induce and stimu- 
late collateral circulation. 

In cases of diabetic gangrene it is desirable 
to prevent extension of local lesions in an effort 
to avoid the necessity of amputation. Sloughs, 
if present, should not be removed but be allowed 
to drop off. Dakin’s solution is a very valuable 
adjunct in treating infected ulcers and sloughs. 
Cellulitis when localized should be drained by in- 
cising conservatively under general (gas) anes- 
thesia. Local anesthesia is contraindicated. 

This rather detailed discussion has centered 
mostly upon local conservative treatment of 
trophic disorders and focal gangrene. Never- 
theless local treatment of these cases in a diligent 
manner will save many extremities which are 
sacrificed as a result of apathetic management 
and lack of interest. 

Amputation is a last resort in treatment and 
some cases will need it irrespective of diligent 
treatment. 

Indications for amputation depend upon the 
extent and rapidity of the spread of gangrene, the 
presence of infection which does not yield to con- 
servative treatment, the severity of pain and the 
The choice of 
time and place to amputate must rest with the 


general condition of the patient. 
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judgment of the surgeon. When conservative 
measures fail, our experience~has been that an 
amputation of the lower extremity above the 
knee is most satisfactory. 

In going over the records at the Minneapolis 
General Hospital, there were twenty-five cases 


Fig. 2. Foot bath resting on the floor, with gangrenous 
foot immersed in boric acid solution. 


of arteriosclerotic and diabetic gangrene ad- 
mitted for treatment during the past three years. 
This excludes all complicated cases such as trau- 
matic, infectious and embolic gangrene. Of these 


cases twelve were diabetics, ten males averaging 
sixty-three years of age and two females aver- 
aging fifty-six years. Seven patients died, two 
of whom had a leg amputation—a mortality of 
59 per cent. 

Of thirteen cases of senile gangrene, twelve 
were males averaging seventy-two years of age 
and one was a female of sixty-eight years. Seven 
of these patients, or 53 per cent, died, two of 
whom had amputation. Five patients with ampu- 
tation survived. It is evident from these figures 
that diabetes associated with arteriosclerosis 
hastens the development of gangrene. Dean 
Lewis in a recent article states that gangrene in 
diabetics develops about a decade earlier than in 
purely senile patients. The figures from our 
cases show gangrene developing about ten years 
later than those quoted by Lewis. 

The following table has been made up from 
our small series: 

No. Per cent 
Total cases 
Conservative treatment 
Radical (amputations ) 
I cuit hcincsssiaieaniesnciiceainianbiaatiasaiii 20 

The number of cases treated by the above 

measures have been too few to warrant any 
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sweeping conclusions, but from the case reports 
that follow and from recent experience, the fol- 
lowing conclusions are conservatively correct. 

1. Trophic disorders associated with arterio- 
sclerosis respond readily to conservative meas- 
ures as outlined in this paper. 

2. Trophic ulcers and focal gangrene can be 
arrested in development and healed without am- 
putation. 

3. Diabetes, syphilis and any other systemic 
or constitutional disorder must be treated if local 
measures are to be of any avail. 

4. Collateral circulation be established 
and the necessity of amputation prevented by 
vigorous and diligent treatment in a fair per- 
centage of cases. 


can 


CASE REPORTS 


Case 1—W. S., male, aged 64, was admitted to the 
Minneapolis General Hospital Nov. 22, 1927. 

Present Complaint: 
foot. 

Present Illness: 


Pain and swelling of the left 


Patient had a corn at the base of 
the little toe which caused him some trouble. About 
two or three months ago he cut his corn so deeply 
that it bled. A discharge continued for a few days 
but the base of the little toe continued to ache until 
two or three weeeks ago. The ball of the foot began 
to pain as if the patient were stepping on needles. 
Calves of legs would feel cold and right foot began to 
swell. Pain and swelling increased and patient no- 
ticed a slight mottling of the left foot. Patient has 
been treating for diabetes during the last year and 
has had a qualitative diet. 

Physical Examination: Well developed male, age 
64. Nothing abnormal except left foot. Pulse 8&4. 
Temperature 97.8. Respiration 18. Blood pressure 
148/76. Left foot appears swollen and somewhat mot- 
tled in appearance. Purplish discoloration present over 
big toe and ball of foot. The dorsalis pedis artery 
on both feet can be felt pulsating. 
over heads of fourth and fifth toes. 

Laboratory: W. B. C. 8,900. 
sugar. 

Blood Chem.: Blood sugar .125 gm. on admission. 
On Dec. 30, 1927, blood sugar .136 gm.; Van Slyke 56 
per cent; urea 12.8. 

X-ray: 


Slight tenderness 


Urine negative for 


Shows marked calcification of 
both feet and legs. 


arteries of 


Course and Treatment: Patient was put on a diabetic 
diet C. 80, Prot. 60, Fat 180 gms., 2,100 Cal. 

Local Treatment: Hot wet packs to foot; rest pos- 
ture as previously described, and dry heat. 
not progress well. 


Patient did 
A blister formed on the medial side 
of the big toe and an area of focal necrosis formed 
at base of fourth and fifth Treatment was 
changed to foot baths for a half hour three times daily 
and elevation Elevation and light basket at 


toes. 


posture. 
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night. The area of necrosis was incised Dec. 31, 1927, 
and sanguino-purulent material expressed and _ the 
cavity curetted. The above treatment was continued, 
There has been no further extension of the gangrene 
and healing appears to be taking place. 


Diagnosis: Diabetes mellitus; gangrene of left foot. 


Fig. 3. Method of elevation of extremity 
cuff around the ankle, with the light basket 
the foot. 


suspended by a 
suspended above 


Case 2.—P. K., a male, aged 67, was admitted to the 
Minneapolis General Hospital May 13, 1926. 

Present Complaint: Pain, tenderness, and discolora- 
tion and discharge from right big toe of three weeks’ 
duration. 

Present Illness: Started with a sore spot at base of 
the big toe which later became tender and_ swollen. 
A week later the skin turned black and bleb formed. 
This was incised and has drained since. 
ing and pain have increased. 

Past History: No bearing on present trouble. 

Physical Examination: A gangrenous ulcer on the 
dorsal surface at the base of the right toe about 3 cm. 
in diameter; bloody, purulent discharge. 
big toe visible; area of redness about ulcer. No definite 
line of demarcation. Dorsal pedis artery not felt. 

Temperature septic 99 to 102. Pulse 74 to 86. Leuko- 
cytes 10,700. Urine negative for sugar. 
130 X-ray moderate 
arteries of leg. 

Treatment : 
general principles. 


Redness, swell- 


Tendon of 


Blood sugar 


gm. shows calcification of 


Patient was put on a diabetic diet on 


Local treatment; hot boric packs, 
and light basket continuously, with foot baths t.i.d. 
for two hours each time. This was later changed to 
Foot elevated. 

Ulcer improved very nicely; eschar and 
granulations were removed by silver nitrate stick. Later 
ulcer again broke and necrosed through a vessel wall 
with profuse bleeding. 


Dakin’s packs for a time. 
Course: 


X-ray two months after ad- 
mission showed evidence of an osteomyelitis with in- 
fectious arthritis of the left foot. Necrosis and gan- 
grene spread. The dead tissue was excised. An ab- 
scess on the lateral side of first metatarso-phalangeal 
joint was opened and irrigated with Dakin’s. Healing 
took place slowly because of sequestrum at the head 
of the first metatarsal bone. Wound closed down and 
patient went home to continue soaking foot until healed. 
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Ulcer extended from first joint of toe to include hali 
the dorsum of the foot and when patient was dis- 
charged from the hospital ulcer was size of a dime. 
The patient now has a perfect foot as to function, 
and only a small cicatrix remains. This case shows 
what can be done by diligent treatment. He was 
saved from amputation and economic dependence. 

Diagnosis: Gangrene, chronic, right large toe an- 
terior; arthritis chronic; osteomyelitis first and second 
metatarsal; phalangeal and tarsal joints. 

Case 3—J. G., a male, aged 46, was admitted to the 
Minneapolis General Hospital Dec. 24, 1926. 

Present Complaint: Inflammation of right heel and 
ankle of nine days duration. Has had diabetes for ten 
years. Patient scratched his heel about eight days ago. 
Foot began to become inflamed, swollen and very 
painful, and a sore appeared on the heel which grad- 
ually grew larger. On the third day, patient called a 
physician, who applied water and epsom salts con- 
tinuously for two days. Swelling decreased greatly 
and physician was discharged. Foot soon began to be- 
come worse and patient was hospitalized. 

Past History: Patient has had diabetes for ten 
years, was on a diet for two years but not since. Has 
had no symptoms the last eight years. 

Examination: There is an area of inflammation ex- 
tending upward toward and about the ankle with a 
smaller area about the size of a quarter on the antero- 
lateral aspect of the right leg just above the ankle, 
covered with dead skin and containing a firm yellow 
necrotic material. 

Laboratory: A trace to 5 gms. of sugar present in 
urine each 24 hours. Blood sugar .10 to .341 on ad- 
mission. 

X-ray: Marked calcification of the arteries of both 
legs. 

Treatment: The dead epithelium was cut away. Pa- 
tient was confined strictly to bed, with leg elevated and 
light basket constantly in use. Foot bath was prescribed 
t. i. d. for two hours each time. Diabetic diet outlined. 

Course: Ulcer on heel on admission was about 
three inches in diameter and under above treatment 
by Jan. 14, 1927, it was only 1 by 3 cm. and very 
shallow. Edges were clean and growing rapidly. Pa- 
tient became impatient and left against advice of staff. 
Patient advised to continue the same treatment. By 
Feb. 1, 1927, the ulcer was entirely healed. 

Diagnosis: Diabetic gangrenous ulcer of heel of 
right foot; diabetes mellitus; otitis externa. 

Case 4.—W. S., a male, aged 66, was admitted to the 
Minneapolis General Hospital April 14, 1926. 

Present Complaint: Pain, feeling of coldness in 
toes, and discoloration of second right toe of nine days 
duration. 

Present Illness: Began with a blister as the result of 
too tight shoes. Patient opened blister and continued 
to wear the same shoes. Three nights later patient 
noticed dark discoloration of the toe. Later the ankle 
began to throb and ache and the toes became cold. 
Darkened area persisted. 

Past History:, Patient has had diabetes for twelve 
years. 


Physical Examination: Shows evidence of dehydra- 
tion and marked weight loss. The middle toe of the 
right foot is gangrenous (dry) and the distal meta- 
tarsal joint is reddened with ulceration on the dorsal 
surface about 1 square inch in diameter. 

The temperature and pulse are normal. Urine con- 


Fig. 4. Wm. B. Areas of necrosis and gangrene appear on 
the toes of both feet and on the dorsum ot the right toot and 
on the medial aspect. These were completely healed after four 
weeks of treatment. 


tains + plus sugar. Blood sugar 24 per cent, a trace 
of acetone. 

X-ray shows no evidence of calcification of arteries 
in feet or legs. 

Treatment: Patient was put on a diabetic diet and 
insulin. Hot boric acid packs were applied, the foot 
elevated and the light basket was used. Frequent dress- 
ings were used. 

(Course: Under diabetic regime the blood sugar 
dropped from .181 gm. to .15 and the urinary sugar 
and acetone disappeared. A line of demarcation began 
to form and the distal phalanx of the second toe 
dropped off. X-ray showed destruction of the second 
metatarsal bone with evidence of an osteomyelitis in the 
second metatarsal, proximal phalanx of the third toe 
and in the fibula. Ulcer healed slowly and patient left 
the hospital improved on June 8, 1926, against advice of 
the staff. Patient presented himself for examination 18 
months later and was perfectly well. This case is one 
which ordinarily would have come to amputation. 

Diagnosis: Diabetes mellitus; diabetic gangrene. 

Case 5.—W. B., a male, aged 78, was admitted to the 
Minneapolis General Hospital June 2, 1926. 

Present Complaint: Pain in second toe, ulcer of toe 
and swelling of foot and ankle all dating since January, 
1925. 


Present Illness: Patient had an ingrown toe nail 
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removed in December, 1924. In January, 1925, he be- 
gan to have pains in the great toe with intermittent 
claudication in the calf of leg. In later part of Jan- 
uary, 1925, an ulcer appeared on the second toe. Pa- 
tient noticed a drying of the foot and enlargement of 
the ulcer. 

Past History: “Stroke,” in October, 1920, during 
which time both legs were paralyzed temporarily. A 
second stroke in 1922 caused paralysis of the left side 
from the waist down. The paralysis has cleared up 
since. 

Physical Examination: There is a marked edema of 
ankles with a large ulcer at the base of second toe 
of right foot. 

Blood pressure 162/90. 
Respiration 16. 


Pulse 74. Temperature 98. 
Urine normal. Blood normal. Was- 
sermann negative. 

X-ray showed slight evidence of calcification of the 
arteries. 


[July, 1928] 


Treatment: Hot foot baths, posture with light basket. 
Course: Under treatment the ulcer healed very satis- 
factorily and the patient was discharged June 26, 1926, 
Patient returned Dec. 7, 1926, with gangrene of the 
right great and second toe, with intermittent claudi- 
cation in both calves. Legs tired very easily. Blood 
pressure 170/90. No dorsalis pedis could be felt. The 
foot was cyanotic and cold. Angle of circulatory suf- 
ficiency 135 degrees. 
Treatment as outlined above was instituted and ulcers 
healed readily. Patient was to be discharged when 
he suddenly developed a broncho-pneumonia and was 
transferred to medicine for treatment. Patient became 
progressively worse and died Jan. 5, 1927. Cause of 


death: Terminal broncho-pneumonia. Gangrene at 


time of death had disappeared and ulcer was healed. 
Senile gangrene of second toe of right 


Diagnosis: 
foot. 
516 LaSalle Bldg. 





ARMSTRONG’S OXYCATALYST 


The Radium Research Foundation, Los Angeles, 
Calif., offers a treatment for cancer, the “Armstrong 
Oxycatalyst.” The Radium Research Foundation 
also puts out a product known as “Radium-Sol” 
which is reported to be “the great gland activator 
and oxygenizer of the blood.” This, it seems, is a 
“patent medicine.” A recent article in a California 
newspaper purports to be a report of an interview 
with Mr. Armstrong regarding the Armstrong Oxy- 
catalyst. A second article purports to be a report 
of interviews with Dr. Charles M. Tinney and Stan- 
ley Boller. Dr. Tinney was reported as declaring 
that he had personally seen 200 to 300 cases of can- 
cer and that only Mr. Armstrong “knows all the 
ingredients of the fluid.” According to a report of 
Dr. Tinney, used in the promotion of the “Oxycata- 
lyst,” the preparation “is a radium derivative which 
Prof. Armstrong has combined with a catalyzer.” 
The report takes the position that cancer is “a pro- 
tein mass in which the sulphur, phosphorus and 
nitrogen are out of their normal valence and there- 
fore are foreign to the general protein of the body” 
and that the action of Armstrong’s Oxycatalyst is 
‘that of dissolving and digesting the cancer mass. 
While the “Oxycatalyst” is claimed to have a scien- 
tific background, it has not been submitted to the 


Council on Pharmacy and Chemistry for considera- 
tion. Although the use of the preparation is ad- 
mitted to be in the experimental stage, there are 
agencies for the product and large fees are charged 
in certain instances for its use. Whether Mr. Arm- 
strong’s preparation is an addition to the medical 
armamentarium in the treatment of cancer or just 
another “cancer cure” is yet to be 
(Jour. A. M. A., May 19, 1928, p. 1647.) 


determined. 





DEXTROSE SOLUTIONS CONTAINING 
CRESOL 

The Council on Pharmacy and Chemistry reports 
that it has considered a communication objecting to 
the acceptance for New and Non-official Remedies 
of solutions of dextrose (d-glucose) in ampules con- 
taining 0.1 per cent of cresol. It was held that in- 
jection of cresol into the blood stream is the cause 
of many reactions which sometimes follow injection 
of dextrose solutions containing it. The Council 
concludes that the harmfulness of cresol in the 
amounts used in dextrose solutions has not been 
demonstrated. The Council decided to request man- 
ufacturers of dextrose ampules intended for intra- 
venous use to consider the elimination of cresol as 
a preservative as possibly harmful. (Jour. A. M. A., 
May 26, 1928, p. 1711.) 





THE LYNCH TYPE OF RADICAL FRONTAL SINUS OPERATION* 


Cart M. Anperson, M.D. 


Rochester, Minnesota 


HE Lynch type of external operation has 
been used satisfactorily in cases of chronic 
suppurative frontal sinusitis. It has purposely 
not been used when there was fistula, necrosis, or 
sequestrum of the external table of the frontal 
bone. As a rule patients, especially women, ob- 
ject to the external operation, but if they have 
endured a great deal of discomfort for a con- 
siderable time almost any type of operation that 
promises relief will be accepted. If scarcely any 
deformity results the patients are, of course, par- 
ticularly gratified. Such results are possible with 
the Lynch type of operation. 

As in the previous treatment of frontal sinusi- 
tis, the conservative two-stage operation has been 
found increasingly satisfactory. In the first 
stage, the infected cells in the vicinity of the 
nasofrontal duct and posterior sinuses, including 
the sphenoid sinus, can be dealt with, thus com- 
pleting a large portion of the operation under 
the most favorable conditions. 

Prentiss, Mosher, and others have shown that 
the size, number, and arrangement of the para- 
nasal sinuses vary greatly. The roentgenogram 
may be relied on to show the size and confor- 
mation of the sinuses, but, as in any other dis- 
ease, the main dependence in making a diagnosis 
must be placed on the history and clinical data. 
Therefore, the patient with paranasal sinuses 
should be kept under observation long enough to 
determine the extent of involvement, and the type 
of surgical intervention (if any) that is indi- 
cated. 

Certain patients who complain of frontal pain 
may be relieved of symptoms by clearing up of 
the infection which exists in the antrum of High- 
more. If the infection can be traced to the 
frontal sinus by a process of elimination, an at- 
tempt is usually made to cure the disease by in- 
tranasal operation, under local anesthesia with 
the patient in the sitting position. The agger nasi 
and any ethmoid cells which interfere with drain- 


*From the section on Otolaryngology and Rhinology, Mayo 
Clinic, Rochester, Minnesota. Read before the Sioux Valley 
Eye, _, Nose and Throat Society, Omaha, Nebraska, Feb. 
15, 1928. 
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age or direct approach to the nasofrontal duct are 
thoroughly removed. The nasofrontal duct can 
always be reached through the lateral wall of the 
nose, just at the attachment of the anterior end 
of the middle turbinate (Prentiss). If the wall 
of the nose is taken down laterally, the frontal 
sinus can be approached more directly and from 
below rather than at an angle, which is the nor- 
mal course in nearly all instances. This method 
of approach has the added advantage of provid- 
ing direct dependent drainage into the nose from 
the diseased sinus, thus simplifying treatment. In 
case an external operation should become neces- 
sary, much of it will have been accomplished at a 
time when the customary landmarks were present 
and the surgeon could look into the nose from an 
angle in which the routine examination is made. 
TECHNIC 


The technic of the external operation is de- 
scribed by Lynch. He emphasizes the impor- 
tance of thorough removal of the floor of the 
sinus as well as all ethmoid and ethmofrontal cells 
in the vicinity of the agger nasi and infundibu- 
lum. He states, also, that much of the intranasal 
work has been done in an attempt to avoid the 
external operation by conservative measures. 
These points have been corroborated by experi- 
ence in sixteen cases discussed here. 

Lynch asserts that the upper portion of the 
flap should not be disturbed by separation of the 
periosteum from the bone, and that sutures 
should not be passed through the periosteum of 
the upper flap in closing the wound, in order to 
prevent, if possible, extension of the disease over 
the forehead. Failure to obtain relief from 
symptoms has been due, usually, to the overlook- 
ing of a small ethmofrontal cell or a tendency 
to hyperplasia or polypoid formation at the en- 
trance to the frontal sinus, such a condition pre- 
venting drainage, causing continuance of dis- 
charge, and often producing pain. In this type 
of operation it is possible to expose thoroughly 
the interior of the sinus by removing more of 
the anterior table under the eyebrow. In this 
way any pathologic condition encountered may 
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be dealt with, even to the extent of removing 
the entire mucosa or diseased bone from the 
inner table. The objection which has been made 
to the Lynch type of operation that the large 
sinus with many pockets could not be dealt with 





Fig. 1. Scar over left eye nine months after operation. 


thoroughly, has not been borne out in this series. 
The removal of slightly more of the external 
table has allowed satisfactory exposure in this 
type of anatomic configuration without influenc- 
ing the cosmetic effect. 

After the nasofrontal communication has been 
enlarged sufficiently, any remaining ethmoid cells, 
or any of the middle turbinates can be removed 
by direct approach from in front, should such 
a procedure be necessary. The sphenoid sinus 
may be dealt with in the same manner. If the 
pharynx has been protected by a postnasal pack, 
there should be no danger from aspiration. 

Nearly all of the operations in this series of 
cases have been performed under ether colonic 
anesthesia, which is a distinct advantage especial- 
ly from the standpoint of the surgeon, because it 
leaves the field of operation free from encum- 
brances. After the patient is asleep, the anes- 
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thetist is able to watch the patient without inter- 
fering with the uperator. 

Before closing the wound with silkworm-gut 
and dermal sutures, the sinus is packed with 
gauze saturated with vaseline or balsam of Peru. 





Fig. 2. Scar over right eye three weeks after operation; 
over left eye, nine morths after operation. 


The pack is passed through the enlarged naso- 
frontal duct into the nose. An external drain is 
not used. The nasal pack is gradually removed 
during the next four or five days. The post- 
operative treatment after the patient has left the 
hospital is carried out by means of suction with a 
canula and the maintenance of the patency of the 
nasofrontal duct by daily insertion of dilators. 
RESULTS 

Twelve of the sixteen patients in the series 
had been operated on elsewhere. Chronic infec- 
tion had extended over periods of from a few 
weeks to eight years in all but one case, in which 
the process was acute, with proptosis of the eye 
and atrophy of the right optic nerve. This pa- 
tient was operated on without preliminary intra- 
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RADICAL FRONTAL SINUS 


Intranasal 
operation had not previously been performed on 
three other patients. 

In cases in which pain and discomfort were 


nasal operation for obvious reasons. 





Fig. 3. One year after operation. Scar is on left side of 
nose and over left eye. 


due to the sinus infection or obstruction to the 
nasofrontal duct, the relief after operation was 
complete. The cosmetic effee of the operation 
After therough healing of 
the wound, the scar in most casés is not noticeable 


has been excellent. 


except on close inspection. The results were uni- 
formly good in all except three cases. In one 
case atypical neuralgia complicated the diagnosis. 
The infection cleared up but the pain persisted. 
This was later relieved by injection of alcohol 
into the second division of the fifth nerve. In 
one case in which operation had been performed 
elsewhere there was no positive evidence of in- 
fection; exploratory operation gave no relief. 
The cause of the pain was not determined. One 
patient had recurrence of symptoms after being 
apparently cured for several weeks. A modified 
Killian operation was performed and it was 
found that the nasofrontal duct was obstructed 
by recurring polyps which had filled the sinus. 
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The entire sinus was flattened out and obliterated 
by removal of the anterior wall. All evidence of 
infection cleared up and the patient remained 
well. In one other case the wound was reopened 





Fig. 4. Deep pocket at inner angle and anterior portion of 
sinus extending out towards external angle of the eye. 
three weeks after operation but no evidence of 
infection was found. 

One patient complained of severe frontal pain 
on the left side on exposure to cold air. There 
was no evidence of suppuration and exploration 





i Frontal sinus with several pockets separated by 
partial septa. 
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revealed a beginning mucocele. The symptoms, 
which were completely relieved, were probably 
due to pressure from swelling of the membranes 
in the sinus (Figs. 1 to 5). 
CONCLUSIONS 

In suppurative frontal sinusitis, the Lynch type 
of operation is satisfactory. 
fect is excellent. 


The cosmetic ef- 
If there are complications such 
as draining fistula, destruction of the external 
table of the frontal bone as a result of previous 
operative procedures, disease, or a marked tend- 
ency to polyposis, a more radical type of opera- 
tion is indicated. If the fistula is situated in the 


upper lid or sequestration of the floor of the 
frontal sinus is present, the Lynch type of opera- 
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tion gives excellent results. In all external 
operations if the sinus has not been entirely 
obliterated the chief difficulty is a tendency of 
the new nasofrontal duct to close. This can be 
obviated to a great extent by the use of dilators. 
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RECENT CHANGES IN OUR VIEWS CONCERNING DISEASES 
OF THE LUNGS* 


J. A. Myers, Ph.D., M.D. 


Minneapolis 


EW fields of medicine have undergone more 
F rapid changes in the last few decades than 
that pertaining to diseases of the chest. Not so 
long ago inspection of the chest consisted of 
viewing it from the surface, but recently the field 
of man’s vision has been greatly enlarged. He 
inspects the chest with the aid of the fluoroscope, 
the x-ray film and even looks into the trachea, 
bronchial tubes and some of their ramifications 
with the bronchoscope. Not being satisfied to 
look at the visible structures with the broncho- 
scope, he snips off a piece of the suspected tissue 
and prepares it for inspection under the micro- 
scope. 

Palpation has been made more helpful since 
Pottenger and others have shown the relationship 
existing between rigidity or atrophy of the chest 
muscles and disease within the chest. Even per- 
cussion has become of greater value since Fetter- 
olf pointed out the differences in relationships of 
various structures to the pulmonary apices on the 
two sides. Auscultation has advanced greatly 
through the comparison of auscultatory findings 
with those of the #-ray and post-mortem exam- 
ination. Much of great value is being done to 
discard insignificant auscultatory signs. 

We have learned that physical signs over the 
chest give us some information of what has oc- 
cured within the chest. They tell us very little 
of what is going on. There are certain signs 
over the normal chest which, when examining 
for disease, are extremely misleading and which 
even today are causing errors in diagnosis. For 
example: the differences in relations of anatomi- 
cal structures to the apices of the lungs. Only 
since 1909 we have known these differences. On 
the right side the apex in many persons comes 
in direct contact with the trachea, while on the 
left side the apex is separated from the trachea 
by the subclavian artery. On the right side the 
superior vena cava and right innominate vein lie 


in front of the medial part of the apex. These 


*Presented before the Cass County Medical Society, Fargo, 
North Dakota, Oct. 23, 1926, and the Hennepin County Medi- 
cal Society, Minneapolis, Jan. 18, 1928. 


relations account for differences in the physical 
signs elicited over the apices of the lungs. In a 
fairly large percentage of persons the percussion 
note is slightly higher pitched over the right 
apex, tactile fremitus is increased, and whispered 
as well as spoken voice are definitely increased 
and the breath sounds are broncho-vesicular in 
character. 

For a long time it was held that tuberculosis 
more frequently exists in the right than in the 
left apex. Prior to the days of the x-ray there 
was no way of confirming the physical signs ex- 
cept at the post-mortem table, and this did not 
make it possible in many cases to actually vis- 
ualize the condition until it was far advanced and 
existed in both lungs. It is questionable whether 
a sufficiently large series of cases with stereo- 
scopic films will prove that tuberculosis is any 
more common at the right than at the left apex. 
Therefore, in physical examinations we must al- 
ways bear in mind the anatomical relations which 
bring about the differences in the physical signs 
elicited over the two apices. 


Post-mortem, fluoroscopic and x-ray film ex- 
aminations have shown that in a fairly high per- 
centage of persons the diaphragm is somewhat 
higher on the right than on the left side. 
over on the right side the liver lies immediately 
beneath the diaphragm. Because of this a higher 
pitched note is elicited over the right than over 


More- 


the left base. By the fluoroscope and x-ray film 
we have seen that on forced expiration the liver 
may extend as high as the fourth interspace. 
Therefore the phase of respiration must be taken 
into consideration when eliciting signs over the 
right lower chest. 

We have learned to carefully inspect the chest 
for slight lagging since we know that when dis- 
ease exists, even slight disease, the reflex pro- 
tective mechanism may result in lagging of the 
movement of the chest wall. Often the dia- 
phragm on the same side as the disease also lags, 
hence considerable evidence may be obtained 
from a study of the diaphragmatic shadow (Lit- 
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ten’s sign). The same mechanism that brings 
about lagging of the chest accounts for spasticity 
of muscles over the surface of the chest when 
disease exists within. After the muscles have 
been in a state of contraction for a long period 
of time, atrophic changes occur and they seem 
flabby. 
fat. Therefore these facts aid us greatly in 
physical examinations. 


The skin may also lose its subcutaneous 


We have learned that some of the auscultatory 
signs, such as slight changes in breath sounds, 
are far less important than we formerly believed 
them to be. By checking up with the laboratory 
and x-ray films, it has been possible to determine 
which of the auscultatory signs are really valu- 
able. We know that whispered voice should be 
used in every case, since it gives valuable infor- 
mation concerning the condition of the lungs 
and the pleura. 

Perhaps the most valuable contribution to our 
knowledge of auscultation is that of eliciting 
rales after the expiratory cough. One may listen 
carefully over a chest on normal or even deep 
breathing and elicit no rales whatsoever, but if 
the patient is asked to take a deep breath, exhale, 
and, just at the end of exhalation, cough, then 
take a deep breath, rales may be distinctly heard 
toward the end of inspiration. This is unques- 
tionably our most valuable physical sign in the 
diagnosis of pulmonary tuberculosis as well as 
certain other pulmonary diseases. Fine rales are 
usually due to pneumonia while moderately 
coarse rales more often are present in tubercu- 
losis. 

Marginal rales have many times been mistaken 
for rales of disease. They are frequently heard 
over the lower axilla on either or both sides. At 
times they may also be heard above the clavicles 
when a subject has been employing shallow res- 
piration and then takes deep breaths for the ex- 
amination. After a few such breaths, however, 
these rales usually disappear. 

Since the discovery of the tubercle bacillus 
perhaps nothing, except post-mortem examina- 
tion, has contributed so much to our knowledge 
of chest conditions as the x-ray. In the begin- 
ning of x-ray development the pendulum swung 
too far in its favor, so far in fact that many phy- 
sicians were willing to accept the roentgenolo- 
gist’s diagnosis and discard other valuable diag- 
nostic procedures. A reaction later developed 
and the pendulum swung too far in the opposite 
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direction. Some physicians even yet are dis- 
crediting x-ray findings. There is no question 
that stereoscopic films should be made a part of 
every chest examination, although the present 
cost makes this impossible in many cases. They 
locate the lesion and give us some idea regarding 
its extent and they even determine something of 
its nature. By the use of the x-ray, it is some- 
times possible to detect lesions before physical 
signs are present. Over lesions located rather 
remotely from the surface, it may be impossible 
to elicit physical signs; therefore, the x-ray in 
such cases gives the most valuable evidence. 

We have learned much about the healing of 
tuberculosis through serial x-ray films. Healing 
by resolution is now known to occur and even 
tuberculous cavities have been followed to dis- 
appearance, facts of which we could not have 
been convinced a few years ago and without the 
use of the x-ray. In the past we have been too 
often satisfied with single films when stereo- 
scopic films would have given us so much more 
information. We have also neglected films taken 
in the oblique position which help us to visualize 
the posterior mediastinum. When antero-pos- 
terior films fail, the oblique films may show us 
definite evidence of aortic aneurysm, definitely 
enlarged lymph nodes, small amount of fluid in 
the pleural cavity, foreign bodies in the trachea 
or the bronchi, etc. Pneumonia is diagnosed ear- 
lier and more frequently than it was in the past, 
since the #-ray often reveals deeply located areas 
of disease which cannot be detected by physical 
examination. By the x-ray we have learned that 
definite areas of pneumonia may appear and dis- 
appear in a few days without running what we 
formerly believed to be the usual course. Most 
of such cases would never be diagnosed except 
for this phase of examination. The #-ray exam- 
ination must be regarded as a part of the gen- 
eral examination and as such I believe we are 
compelled to recognize it as second only to the 
finding of tubercle bacilli. 


Considerable information in diagnosis may be 
had from the location of the pulmonary lesion. 
We usually say if it is located in the upper one- 
third of the lung it is most likely of a tubercu- 


lous nature; if in the middle one-third the 
chances of its being tuberculous or non-tubercu- 
lous are about equal; while if it is in the lower 
one-third it is most likely non-tuberculous. 

Too often we neglect to consider that non- 
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tuberculous conditions such as bronchiectasis and 
lung abscess may exist in the upper one-third of 
the lung and also that tuberculosis may be pres- 
ent in the basal one-third. Indeed, basal tuber- 
culous lesions are not as uncommon as many 
have been inclined to believe; therefore, while 
the location of the lesion is very helpful we must 
always seek for other evidence before arriving 
at a diagnosis. 

Great strides have been made to advance our 
knowledge through various laboratory methods. 
With the splendid studies of normal tissues made 
by Bichat, followed very quickly by microscopic 
studies of diseased tissues by Virchow began 
the cultivation of a field which is yielding a rich 
harvest in diagnosis. Crude as it was in the be- 
ginning, laboratory work has led to one great 
contribution after another and has come to the 
point where it furnishes the best evidence in the 
diagnosis of certain diseases of the chest. Think 
of Klencke’s experimental work followed by that 
of one of the most outstanding studies from the 
standpoint of results by Villemin. Without lab- 
oratory methods Koch could not have discovered 
the tubercle bacillus nor could Smith have iso- 
lated the bovine type. Without the laboratory, 
Gardner could not have so scientifically demon- 
strated the healing of tuberculous processes. 
Without the laboratory Baldwin, Brown, Petroff, 
Krause, Corper, Calmette, the National Tubercu- 
losis Association Research Committee and many 
others could never have brought about such re- 
markable advances in our knowledge of tubercu- 
losis and other diseases. How satisfying it is 
from the standpoint of diagnosis to take material 
from a patient into the laboratory and in a short 
time find unmistakable proof of the nature and 
often the cause of the disease. Without the lab- 
oratory methods we would still be groping about 
in the dark as physicians did for centuries be- 
fore us. 

Through the laboratory we have come to know 
that there are numerous nonpathogenic acid-fast 
bacilli which may be mistaken for tubercle bacilli. 
We know that in large laboratories specimens 
may be mislabelled and a positive report given to 
the wrong name. We know also that there are 


maligners who submit sputum from persons 
who they know are casting off large numbers 


of tubercle bacilli. We know that if a single 
sputum examination is found to be negative to 
tubercle bacilli it means absolutely nothing. Not 
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infrequently it is necessary to make large num- 
bers of examinations; perhaps the fortieth or 
fiftieth will show tubercle bacilli after all the 
others have been negative. We know that the 
sputum is negative to tubercle bacilli in approxi- 
mately two-thirds of the early cases of pulmo- 
nary tuberculosis. Women and children often 
will not expectorate. They swallow the sputum; 
therefore one has great difficulty in collecting a 
specimen sufficiently large for microscopic ex- 
amination. In such cases a study of the fasting 
stomach contents or careful examination of the 
stool will often reveal tubercle bacilli. In the 
case of smaller children if mucus is present in 
the throat, one may secure enough for examina- 
tion by using a tongue blade, causing the child to 
gag, and collect the sputum in this manner. If 
tubercle bacilli cannot be found by the usual mi- 
croscopic examination plus the concentration 
methods, one should not give up but should inoc- 
ulate laboratory animals such as the guniea pig. 
One should always seek for other pathogenic 
micro-organisms as well as tubercle bacilli. Not 
infrequently when one practises perseverance a 
diagnosis may be made through the laboratory 
examination which otherwise is extremely diffi- 
cult or even impossible. 

Elastic fibers in the sputum denote breaking 
down of tissue and their continued presence in 
the absence of tubercle bacilli aids in differen- 
tiating between tuberculous and nontuberculous 
lesions. The technic of staining elastic fibers 
employed by Prince of the Army Medical Muse- 
um is a distinct advance over the older methods. 

A phase of the examination which is some- 
what new, yet which already has greatly ad- 
vanced our knowledge and which offers still 
greater possibilities, is inspection through the 
bronchoscope. In_ tuberculosis, bronchoscopic 
examination usually is not justified; however, 
in nontuberculous pulmonary conditions it is of 
tremendous help in diagnosis. Occasionally one 
finds a patient with cough and other annoying 
symptoms persisting over a considerable period 
of time, who has had the lungs examined by 
many physicians, all of whom were unable to 
find any evidence of disease. Bronchoscopic ex- 
amination may reveal a small tumor mass ex- 
tending into a bronchus or one of its ramifications, 
the treatment of which, if not malignant in char- 
acter, relieves the patient of symptoms. Again 
one may find a stenosis of one of the larger rami- 
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fications, the proper treatment of which relieves 
the patient of discomfort. Again, one may find 
a foreign body previously unsuspected and which 
does not cast shadows on the 4-ray picture. 
There are many cases of pulmonary and bron- 
chial conditions with questionable diagnoses in 
whom bronchoscopic examination suffices to clear 
up the diagnoses. During this examination the 
removal of a bit of tissue from the area of dis- 
ease for microscopic study is easily done, is 
harmless to the patient, and is a tremendous aid 
to the physician. Through this method we are 
beginning to realize that primary carcinoma of 
the bronchi and lungs is more common than we 
had ever imagined. A number of patients with 
the physical and -+-ray findings which have 
seemed to justify diagnoses of tuberculosis are 
found by this method to be suffering from car- 
cinoma. The studies of Jackson, Funk, Lemon, 
Vinson and Moersch, Archibald and others have 
already demonstrated that bronchoscopic study 
is one of our most valuable aids in the diagnosis 
of questionable bronchial and pulmonary condi- 
tions. 

A great wave of enthusiasm has recently 
spread over the medical profession regarding 
the introduction into the bronchial tree of sub- 
stances opaque to the #-ray such as iodized oil. 
Several methods have been devised for intro- 
ducing them. Some believe they are best intro- 
duced by inserting a needle directly through the 
skin and into the trachea (intercricothyroid, in- 
fraglottic or subglottic method). Others pass 
the tip of a cannula between the vocal cords and 
into the trachea and through this inject the 
opaque substance (transglottic method). Others 
believe it is sufficient to cocainize the larynx and 
adjacent structures, then have the patient swal- 
low the substance (deglutition method). In this 
way they feel that enough passes into the trachea 
and bronchi*to make the examination satisfac- 
tory. When a fistula exists through the thoracic 
wall it is possible to introduce iodized oil through 
it (transthoracic method). The method (supra- 
glottic) fully described by Pritchard is perhaps 


the one most commonly used in this country at 


present. He attaches a cannula to a metal syringe 
and through this introduces the iodized oil 
against the surface of the epiglottis, 
whence it flows through the open glottis into 
the trachea. Still others prefer to use the bron- 
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choscopic method, which consists of introducing 
the iodized oil through a bronchoscope. 

Archibald, Belote and others have issued words 
of warning against the indiscriminate use of 
opaque substances in the bronchial tree. Some 
believe that such opaque substances should al- 
most never be injected until a bronchoscopic ex- 
amination has been made and then if one must 
resort to the use of these substances they should 
be injected through the bronchoscope because in 
many instances one is able through the broncho- 
scopic examination to arrive at a more satisfac- 
tory diagnosis. Moreover, it is possible when 
opaque substances are injected to more thor- 
oughly cocainize the structures and this most 
certainly facilitates the introduction of the sub- 
stances into the proper place. In the beginning 
the over-enthusiasm for the use of iodized oils 
perhaps caused the pendulum to swing too far 
in their favor. It was stated that they are 
quickly absorbed and disappear. Perhaps they 
usually do, but one occasionally sees patients 
who have large quantities remaining months 
after its introduction. 

The splendid experimental study of Fried and 
Whitaker represents the kind of work which 
must be done before we know as much as we 
should about the use of iodized oils, both as diag- 
nostic and therapeutic procedures. 
mary and conclusions are as follows: 


Their sum- 


“Iodized oil injected into the lungs of cats by way 
of the trachea is well tolerated when the amount does 
not exceed 1.55 cc. per kilogram of the animal’s 
weight.” 

“The oil remains in the lungs for long periods; in 
a number of cases, animals killed four months after 
injection showed the presence of this substance in the 
air sacs.” 

“In a few instances, iodized oil was injected into the 
lungs of cats with a respiratory infection (snuffles). 
These animals got rid of the oil much quicker than 
the healthy cats. This may be explained on the sup- 
position that the animals with ‘snuffles’ squeezed the 
oil from the lungs into the pharynx by sneezing, from 
whence it was swallowed.” 

“The pulmonary reaction stirred up by the oil in the 
lungs is confined to the cells ‘lining’ the alveolar wall, 
commonly spoken of as the respiratory epithelial cells. 
These cells, being normally macrophages in a resting 
state, transform themselves under the influence of the 
introduced oil into wandering phagocytes devouring the 
oil and storing it in their cytoplasm as fine and coarse 
granules. These cells likewise proliferate, forming 
large cellular masses resulting in localized destruction 
of the normal pulmonary structure.” 
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“In none.of the forty-four cats used did the iodized 
oil lead to sclerotic changes in the lungs.” 

There can be no doubt that the use of iodized 
oils is of great help in the diagnosis of some 
cases, but since it cannot be eliminated as readily 
as Opaque substances introduced into the gastro- 
intestinal tract, since it remains for days, weeks 
and sometimes months, thus rendering almost 
impossible further satisfactory examinations dur- 
ing this time, and since it apparently has caused 
definite harm in some cases, it should be used, 
at least until we know more about it, only in 
those cases in whom all other methods have 
failed us in arriving at a diagnosis. 

Some quite remarkable revelations have re- 
cently been made regarding nontuberculous dis- 
eases of the lungs and bronchi. A close relation- 
ship has been found to exist between disease of 
the paranasal sinuses, teeth, etc., and some cases 
of bronchiectasis, lung abscess, etc. Indeed, 
Smith, who has made a very careful study of this 
subject, says: 

“Clinical, 


bacteriological, pathological and experi- 


mental studies indicate that pulmonary gangrene, most 
cases of pulmonary abscess, certain types of unresolved 
pneumonia and bloody bronchitis, putrid bronchitis and 
primary bronchiectasis are not separate disease-entities 
but only different manifestations of infection with a 
specific group of anaérobic microdrganisms.” 

“Treponema microdentium, Treponema macroden- 
tium, and two types of fusiform bacilli have been iso- 
lated in pure culture the 
sputum.” 


from washed pulmonary 


This recent change in our views concerning 
such diseases has already been of great value in 
their treatment and promises to be of still greater 
value in their prevention. 

We have learned that in childhood (between 
the second and third years and the eleventh and 
twelfth years) the tuberculosis picture is entirely 
different from that which we see earlier in life 
or that usually seen after the age of puberty. 
During this period of childhood the disease often 
involves only the lymph nodes; therefore it is a 
mistake to look for disease only in the lung, as in 
the adult. One may examine a child extremely 
carefully, find no evidence of disease in the lungs, 
when it is present in abundance in the tracheo- 
bronchial lymph nodes. In the examination for 
disease in these nodes, physical findings are of 
little avail; D’Espine’s sign, Eustace Smith’s 
sign, interscapular dullness and others which at 
one time were thought to be of considerable sig- 
nificance are, in the light of our present knowl- 


469 


edge, of little or no value. In such cases stereo- 
scopic x-ray plates are indispensable. In the 
past these cases were overlooked unless the 
lymph nodes became extremely large. In other 
words, many cases that could have been benefited 
by treatment were not recognized. 

When the Von Pirquet (epidermal) and the 
Mantoux (intradermal) tests were announced, 
enthusiasm ran high and the pendulum swung 
too far. Many persons perfectly normal were 
placed on treatment for tuberculosis merely be- 
cause they reacted positively to these tests. Then 
it was shown that the test was not indicative of 
tuberculous disease but only of tuberculous in- 
fection. It was then believed that everyone who 
had ever been infected with tubercle bacilli would 
react positively. A positive test in children less 
than one year of age was sufficient evidence to 
justify bad prognosis. Then it was believed that 
the test was of no value except in children. We 
have learned, however, that a positive cutaneous 
tuberculin test in a child under one year old, by 
no means, warrants a bad prognosis, unless the 
child has actually become diseased. No doubt 
many children of this age handle tuberculous in- 
fection well. Since we have learned that tuber- 
culosis in the adult is not always the result of 
tuberculosis in childhood, that infection is not 
universal but that grown people may become in- 
fected, it is obvious that a cutaneous tuberculin 
test is not without value in adults. For example: 
a patient comes to a physician’s office for a com- 
plete examination. Among other things, the 


physician should determine not only whether tu- 
berculous disease exists but also whether tuber- 
culous infection exists. 


If infection is not pres- 
ent, the patient may return in six months for a 
periodic examination. He may then be showing 
mild symptoms although the examination reveals 
no evidence of disease. If a cutaneous tubercu- 
lin test is applied at this time and it is found to 
have become positive, most certainly it is of great 
value. Could it be of any greater value in the 
case of the infant or the child? It is a test that 
should be applied routinely, not only through in- 
fancy and childhood, but throughout adult life. 

We have rather recently learned that after all, 
perhaps, the greatest number of mistakes in di- 
agnosis of lung diseases is due to our failure to 
make careful systematic examinations on all of 
our patients. If a patient presents himself for 
examination, looks well and does not complain 








470 


of very definite symptoms, there is a tendency to 
consider his case lightly and make only a cursory 
examination. It is the patient with slight disease 
that presents the greatest difficulty in diagnosis. 
It is this patient whose disease most often is 
not detected; yet it is this patient in whom the 
best results can be obtained from treatment after 
the disease is detected. 

In the diagnosis of pulmonary disease there 
are certain diagnostic points which are of con- 
siderable significance and which suffice in the 
diagnosis of the majority of cases. For ex- 
ample: in pulmonary tuberculosis, Brown has 
given us five points: (1) the presence of tubercle 
bacilli; (2) moderately coarse rales above the 
second rib and the third spine; (3) parenchymal 
shadows above the second rib and third spine; 
(4) pleurisy with effusion; and (5) hemoptysis. 
When a tuberculous lesion is detected, the ques- 
tion arises as to whether it is an old process that 
is no longer of any clinical significance or 
whether it is an active progressive process of 
present clinical significance. The large number 
of examinations made during and after the 
world war taught us much regarding the presence 
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of lung lesions in apparently healthy young men, 
Many who had never been ill were found to have 
definite #-ray shadows in one or both lungs and 
during the subsequent years of observation they 
have not been ill. 

The clinical activity of a tuberculous lesion is 
determined ordinarily by the presence of symp- 
toms; therefore many patients require a period 
of careful observation before one is justified in 
making a definite statement regarding the ac- 
tivity of the lesion. 

In tuberculosis of the lung hilum which is so 
common in children, Hawes and Chadwick have 
aided us greatly in diagnosis. The following 
points are of great help: (1) positive cutaneous 
tuberculin test; (2) a definite history of ex- 
posure to tubercle bacilli; (3) the presence of 
constitutional signs and symptoms; (4) the pres- 
ence of enlarged bronchial nodes revealed by 
the x-ray; (5) the absence of other evident 
sources of infection or toxemia. Before arriv- 
ing at a diagnosis, points one and four must be 
present; the other points are important but not 
as essential to the diagnosis. 
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SURGERY IN PREGNANCY* 


F. J. Savace, M.D. 
Saint Paul 


N the few cases I have had in which | felt that 
| surgery was indicated in pregnant women | 
have been impressed with their reaction to both 
anesthesia and major surgical procedures. All 
made uneventful recoveries and in none of them 
was the pregnancy interrupted. 

In what way, if any, do the physiology and 
metabolism of the normal pregnant woman differ 
from the non-pregnant ? 

In an article by Harding in the Physiological 
Review of January, 1925, and from Williams Ob- 
stetrics we glean the following: 

Urine—The urine in normal pregnancy is 
identical with that of the non-gravid woman un- 
der similar conditions, with the exception of the 
occurrence in it of creatine in the later months. 
A pregnant woman excretes less nitrogen on the 
same diet than the non-pregnant control, less 
urea and hence a larger percentage of ammonia 
and creatinine. This is because of the nitrogen 
gains which are made in pregnancy. Williams 
says that slight nephritic symptoms are so com- 
mon that the Germans speak of the kidney of 
pregnancy. The ureters are sometimes com- 
pressed, frequently producing a pyelitis or pyelo- 
nephritis. The bladder is pushed to the right 
in 90 per cent of pregnancies. 

Blood.—The blood shows an increased hydra- 
tion as shown by a decrease in specific gravity. 
This is associated with a decrease in hemoglobin 
and red cell count. A leukocytosis occurs just 
before labor. The level of the blood calcium is 
little if any disturbed. Fibrinogen nearly dou- 
bles. Glucose remains unchanged although the 
majority of pregnant women to whom 100 grams 
of glucose was given showed an increase in blood 
sugar. 

Basal Metabolism.—Basal metabolism shows 
an average increase of about 4 per cent. Nitro- 
gen is stored up. 

Ductless Glands.—Moderate hypertrophy of 
the thyroid is present in 65 to 90 per cent of all 
cases. Williams says it is generally admitted 





*Presidental address presented before the Ramsey County 
Medical Society, St. Paul, Feb. 27, 1928. 
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that the parathyroids show a considerable hyper- 
trophy. The anterior lobe of the hypophysis hy- 
pertrophies during pregnancy and returns to nor- 
mal afterward. 

Heart.—There is a probability that cardiac 
hypertrophy occurs and is most marked in the 
later months of pregnancy and disappears during 
the puerperium. 

Blood Pressure-—Hare® studied a series of 
pregnant women with reference to blood pres- 
sure and the effect on the heart of exercise. His 
conclusions were that there was but little varia- 
tion between the pregnant and non-pregnant. Re- 
turn of the pulse to normal during the first three 
months of pregnancy was slightly slower than 
normal; in the fourth month the heart was 
slightly more irritable. Blood pressure through- 
out was on the low side of normal. 

Respiratory Tract.—Three-fourths of pregnant 
women show a reddening and edema of the false 
vocal cords and of the interarytenoid region. 

Digestive Tract——One-half of all pregnant 
women suffer from constipation. The liver is in 
a state of unstable equilibrium. Some writers 
speak of the liver of pregnancy and describe the 
appearance of fat in the cells of the central por- 
tion of the lobules, the reduction of glycogen and 
the dilatation of the central veins, the biliary 
channels and the afferent capillaries. These 
statements of liver changes are not substantiated 
by other writers. 

Skeleton and Teeth—The demands of the 
growing fetus for calcium salts are so great that 
if there is a deficiency of this element in the food 
of a pregnant woman, the fetal demands are 
supplied by the woman’s bones and teeth. For 
this reason the old expression “for every child a 
tooth” was used. 

Williams classes under the nervous system the 
various food cravings, changes in disposition and 
the neuroses. Generally speaking, gestation is 
characterized by improved health. 

Williams says of surgery in pregnancy: 
“Whenever a condition arises in the pregnant 
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woman which imperatively demands surgical 
treatment, the necessary operation should be per- 
formed without hesitation. At the same time 
if the indication is not pressing, it is advisable to 
defer interference until after delivery so as not 
to subject the patient to an added strain.” 

Greenhill’? designates the time in which a 
woman would menstruate if not pregnant as the 
vulnerable time and advises that any operative 
procedure be avoided at this time. The literature 
on operations during pregnancy is voluminous. 
Let us consider some of the more common ail- 
ments in which surgery may be indicated. 

Appendicitis —Benjamin* says the same rules 
apply in pregnancy as in its absence and this 
seems to be the general consensus of opinion. 
The menace to life in case of rupture of the ap- 
pendix is far greater in the presence of preg- 
nancy. Carstens® reported three cases of rup- 
ture with two deaths. 

Ovarian Cyst.—Graefe® reports 178 cases of 
ovariotomy during pregnancy with a maternal 
mortality of 2.3 per cent, and pregnancy inter- 
rupted in 16 per cent. Ovarian tumors produce 
abortion in 17 per cent if not operated. The 
most common cause of trouble with ovarian tu- 
mors during pregnancy is twisting of the pedicle. 

Fellness, after a study of 519 articles on oper- 
ations during pregnancy, states that unilateral 
ovariotomy during pregnancy resulted in its in- 
terruption in 20 per cent of the cases; bilateral 
in 21.6 per cent. 

Myomata.—Donaghue’ contends that the 
treatment should be governed by conditions ex- 
isting in the individual case. A pedunculated 
fibroid with a twisted pedicle may create a sur- 
gical crisis. With a fibroid obstructing the birth 
canal, delivery should be by cesarean section. 

Litzenberg** says that therapeutic abortion has 
no place in the management of such cases—that 
myomata should be removed surgically if discov- 
ered early and it is believed that their presence 
will prevent 


delivery—otherwise the patient 


should be delivered by cesarean section. He says 
the incidence of abortion following myomectomy 
is but 15 per cent and that by the use of great 
care and extreme gentleness of manipulation this 


figure can be still further reduced. Also that the 
mortality of cesarean section followed by hys- 
terectomy during labor is twice as high as though 
done prior to the onset of labor. In concluding 
he says, while myomata in the pregnant uterus 
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are common, they seldom dangerously complicate 
pregnancy, labor or the puerperium and still less 
often require surgical interference. However, a 
few cases require operation on account of size, 
rapid growth, location in the lower segment, in- 
carceration in the pelvis, pressure symptoms, 
threatened abortion or when accompanied by a 
contracted pelvis. Fibroids tend to increase 
greatly in size during pregnancy and to become 
greatly reduced in size following delivery. This 
is illustrated by a personal case. One of our 
surgeons removed the appendix of a woman 
during the early months of her first pregnancy 
and at the time discovered a small fibroid at the 
fundus which he let alone. At the time I de- 
livered her the fibroid was the size of a bantam’s 
egg. Some weeks later it was scarcely palpable. 
At her second delivery three years later there 
were three tumors the size of bantam’s eggs. 
Some months later they were scarcely palpable. 

Mayo Robson® as far back as 1896 reported 
eleven operative cases complicating pregnancy 
as follows: 

a TT 1 

es een: 2 

Ovarian cysts 

Ovarian cyst with twisted pedicle 

Strangulated femoral hernia 

Hemorrhoids 

Hemorrhoids and anal fissure 

Compound comminuted fracture of the leg..1 

Cholecystotomy 

In none of these cases was pregnancy inter- 
rupted. 

Meek® of London reported a case of a splenec- 
tomy on account of a twisted pedicle in a woman 
four months pregnant. Convalescence was nor- 
mal and the woman was delivered normally at 
full term. 

Noble*® says it has been necessary to operate 
upon pregnant women many times and they are 
not apt to abort. The fear of bringing on abor- 
tion by operation on other parts of the body is 
not correct. 

CASE REPORTS 

Case 1—A patient upon whom an appendectomy ne- 
cessitating drainage had been done by me three years 
previously had a postoperative hernia repaired when 
three months pregnant. Operation was performed un- 


der ether anesthesia with cure of the hernia and de- 
livery at full term. 


Case 2.—The patient, referred by Dr. Walter Brodie, 
was seen with an acute abdomen when six weeks preg- 
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nant. An acute appendix and an unruptured right tubal 
pregnancy were found and the appendix and tube re- 
moved. Convalescence was uneventful and the patient 
was confined at full term by Dr. Brodie. The puerpe- 
rium was complicated by a severe phlebitis. 

Case 3.—This patient, a very large woman six 
months pregnant, was referred by Dr. Bohland with a 
carcinoma of the breast of three months’ standing. A 
biopsy under gas anesthesia was followed by a com- 
plete breast amputation with an incision two feet long. 
A raw area 3 by 2 inches which through sloughing in- 
creased in size to 3 by 6 inches was left to heal by 
granulation. Beck’s method of covering the periphery 
of the granulating area with sterile adhesive led to 
complete healing in six weeks. The patient was deliv- 
ered at full term by Dr. Bohland. She lived four years, 
with no sign of local recurrence, but presented signs 
of carcinoma of the lungs at the time of her death. 

Case 4.—This case was an instance of error in diag- 
nosis. The patient, a young primipara two months 
pregnant, was taken suddently with pain, tenderness 
and rigidity in the lower right quadrant of the abdo- 
men, chills and an elevation of a degree and a half in 
temperature. There was slight leukocytosis and the 
urine examined on admission to the hospital was re- 
ported normal both chemically and microscopically. 
The same evening a small shrivelled appendix was re- 
moved and at operation no evidence of other trouble 
found. The following day pus was found in the urine. 
In this connection I wish to quote an article in British 
Medical Journal of March, 1926:11 

“The pyelitis or pyelo-nephritis of pregnancy is 
often a puzzling condition which may simulate an 
acute abdominal emergency, and has been the cause 
of many an innocent appendix suffering unjustly the 
extreme penalty of the law. It may arise with sud- 
deness and is most common on the right side, next bi- 
lateral, and least common on the left side. 
ciated with tenderness and rigidity over the appen- 
dix area and with abdominal distention and flatulence. 
It may begin with a rigor and sudden rise in tempera- 
ture and pulse rate usually after the fourth month 
and most frequently about the sixth month. 
common in primipara. It may or may not be asso- 
ciated with nephritis. The diagnosis depends largely 
on the recognition of the pyuria and bacilluria, usually 
due to the colon bacillus and the tenderness in the loin 
and costovertebral angle. Similar tenderness in the 
loin may also be present with a retrocecal appendix, 
but the higher degree of fever with a relatively good 
pulse and general condition helps to distinguish it from 
appendicitis or other cause of local peritonitis.” 


It is asso- 


It is most 
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Case 5—A primipara, aged 17, about two months 
pregnant was operated upon under local anesthesia, re- 
inforced with a little gas and ether, for acute appendi- 
citis. Convalescence was uneventful. 

Case 6—A young woman, twenty-six years of age, 
some three months along in her third pregnancy had a 
chronic type of appendix removed. On section of the 
appendix twelve pin worms were removed from the 
lumen. 


In none of the six cases cited was pregnancy 
interrupted. The breast case showed far more 
rapid healing by granulation than would ordi- 
narily be expected. 


CONCLUSIONS 


1. A physiological study shows surprisingly 
little difference between pregnancy and non- 
pregnancy. 

2. During pregnancy any septic areas from 
which the lymphatics communicate with the 
broad ligaments or the uterus are a grave menace 
to life. 

3. Any operative procedure on the uterus it- 
self involves a 15 per cent chance of interrupt- 
ing the pregnancy. 

4. Surgical procedures which exclude the two 
above conditions may be entered upon with a 
fair degree of safety both as regards the mother 
and the unborn child. 

5. All tumors tend toward rapid growth dur- 
ing pregnancy. 
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HE anomalies of the uterus are a relatively 
T rare condition, and yet they are encoun- 
tered sufficiently often to warrant their consid- 
eration. A great many cases probably go 
through life undiagnosed, some are not recog- 
nized until abdominal section is undertaken, 
while others become of importance during the 
course of an obstetrical delivery, often causing 
serious complications. 

EMBRYOLOGY 

The female reproductive organs are formed by 
the union of the two Miillerian ducts, which 
arise from the Wolffian bodies. These ducts 
fuse from below upwards; the caudal ends come 
together to form a single medial tube which later 
becomes differentiated into the uterus and va- 
gina; the cephalic ends become the Fallopian 
tubes and oviducts. Fusion into one medial ca- 
nal, the anlage of the uterus and vagina, becomes 
complete between the eighth and twelfth week 
of fetal life, while about the fifth month of fetal 
life the upper portion of the tube becomes differ- 
entiated into the uterus and the lower portions 
into the vagina. The growth of the uterus from 
birth until puberty is exceedingly slow; by the 
age of eighteen years it usually attains the maxi- 
mum size of a virgin uterus measuring about 7 
centimeters. 

Any defect of fusion of the caudal ends of the 
Millerian ducts at any point will account for al- 
most all the congenital anomalies; the lack of 
fusion usually results in some degree of redu- 
plication, while a complete lack of fusion would 
result in a complete reduplication of the gener- 
ative organs. A rudimentary development of 
only one duct will account for the remainder of 
the anomalies. 

CLASSIFICATION 

The most commonly recognized types of uter- 
ine malformation, according to the classification 
of von Winckel’ are as follows: 

1. Uterus didelphys or duplex: a complete 
reduplication of parts with no connection be- 


*From the Obstetrical & Gynecological Service of Dr. F. L. 


Adair at the Minneapolis General Hospital. 


SOME MALFORMATIONS OF THE UTERUS WITH REPORT 
OF THREE CASES* 


474 


tween either side, that is, a double uterus and 
double cervix associated either with a double or 


single vagina. Each uterus possesses only one 
tube and ovary. Pregnancy could then occur in- 
dependently in either half of the uterus. 

2. Uterus bicornis: the two halves of the 
uterus are united to some extent in their lower 
portion but remain divided at the fundus into 
two distinct cornua. There may be two cer- 
vices (uterus bicornis bicollis) or, as is most often 
the case, one common cervix (uterus bicornis 
unicollis). 

3. Uterus septus: a division of the uterus 
into two distinct cavities often not recognized 
externally except by the unusual breadth of the 
corpus. When the septum reaches to the _inter- 
nal os, it is known as uterus septus unicollis; 
when the septum reaches only part way to the 
internal os, it is known as uterus subseptus uni- 
collis. 

4. Uterus unicornis: the development of only 
one horn of the uterus with the opposite tube and 
ovary missing or coming off the lower portion of 
the uterus. There is an intermediate type called 
uterus unicornis with a rudimentary horn, a type 
in which one horn is completely developed and 
the other incompletely or rudimentary and often 
closed off from the main uterine cavity. 

5. Uterus Feetalis, Pubescens, Rudimentari- 
us, and Defectus: Underdeveloped and infan- 
tile type of uterus ranging to almost complete 
absence of the uterus. 

CASE REPORTS—LIPIODOL INJECTION 

There were three cases of uterine anomalies 
encountered at the Minneapolis General Hospi- 
tal in the past year. Two were of the uterus 
bicornis unicollis type and were very similar as 
to their clinical findings and treatment, both oc- 
curring with full term pregnancies. The compli- 
cations of these two cases occurred mainly in 
the third stage and were characterized by a re- 
tained placenta with uterine hemorrhage necessi- 
tating the manual removal of the placenta. The 
third one was of the uterus septus unicollis type 
and was discovered at operation, at which time a 
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complete hysterectomy was done. The cases 


follow in detail. 


Case 1—Uterus Bicornis Unicollis. A white married 
woman, aged 27, was admitted to the Minneapolis Gen- 
eral Hospital in the second stage of labor on Novem- 
ber 18, 1927. The past history with the exception of 
her pregnancies was negative. The menses were estab- 
lished at the age of fourteen, always regular, of the 
twenty-eight days type, duration five days, and unac- 
companied by pain. The date of the last menstrual 
period was February 6, 1927, with the expected date 
of confinement November 13, 1927. The present preg- 
nancy had been entirely uneventful; there had 
no prenatal care. 

The patient’s first pregnancy occurred in 1921, ter- 
minating in a premature seven months stillbirth, the 
pregnancy being complicated by eclampsia with convul- 
sions. The second pregnancy in 1925 was normal, re- 
sulting in the spontaneous delivery of a normal healthy 
full term child. 


been 


There were no complications of the 


third stage in either labor. 

The patient was admitted after having been in ac- 
The membranes had been 
ruptured several hours, the cervix was completely di- 


tive labor for fifteen hours. 


lated and eftacea, an arm and a feebly pulsating um- 
bilical cord were prolapsed. No fetal heart could be 
obtained and the pulsation of the cord ceased in a few 
minutes. A diagnosis of ‘right scapular posterior posi- 
tion complicated by prolapse of an arm and the cord 
was made. A podalic version and extraction of a 
4645 gram stillborn baby measuring 56 cm. crown-heel 
was then done. 

The placenta did not separate in the usual half-hour 
and Crede expression was unsuccessful. At this time 
the two halves of a bicornate uterus could easily be 
palpated throught the abdominal wall. Two hours after 
delivery of the baby the pulse rose to 140 and the 
blood pressure dropped to 78/50. Under anesthesia a 
manual removal of the placenta was then easily done. 
The two uterine horns could be distinguished with the 
gloved hand, each horn presenting a separate hollow 
cavity. There was no definite septum between, the 
separation apparently being maintained by an invagi- 
nation of the uterine wall in the midportion of the 
fundus. The placenta was attached to the horn and 
wall of the left side; the right horn was smooth and 
entirely empty. The uterus immediately contracted 
down and bleeding ceased following the removal of the 
placenta. The placenta weighed 550 grams, the cord 
measured 90 cm. in length and was eccentrically at- 
tached. 

The patient was treated for hemorrhage; there was 
no shock. Eight hours later the pulse was 94, the blood 
pressure 114/78 and the general condition satisfactory. 

On the second day a chill occurred, the temperature 
rose to 104° and the pulse to 130. The patient then 
went through a markedly febrile reaction with the 
temperature ranging between 99-104°, the pulse 90-140, 
and the W.B.C. 11,350-13,500. Treatment consisted of 
general supportive and stimulative measures, fluids, and 
two blood transfusions of 300 c.c. each. By the tenth 


day the temperature was normal and from then the 
convalescence was rapid, the patient being discharged 
in good condition on the twenty-first day post-partum. 

Three months after delivery she was again examined 
and showed no signs of any residual pelvic inflamma- 
tion. The uterus was completely involuted, in first 


Fig. 1. Lipiodol injection of a multiparous uterus in first 
degree retroversion; note the normal contour of the uterus and 
the patency of the tube. 


degree retroversion, and the two horns of a bicornuate 
uterus could just be made out. 

A lipiodol injection of the uterus and tubes was done 
at this time and clearly demonstrated the bicornate 
condition with the uterus completely involuted. The 
accompanying stereoscopic .r-ray reductions illustrate 
the condition found. With the cannula in the right horn 
the lipiodol solution passed readily into the left horn. 
The right horn filled slightly better than the left. Both 
tubes were apparently occluded, the lipiodol failing to 
pass into the peritoneal cavity at 3 hours or 12 hours. 

Case 2.—Uterus Bicornis Unicollis. This case has 
already been fully reported by R. E. McDonald. The 
patient was a primipara, aged 19, admitted June 18, 
1927, in the first stage of labor. A spontaneous de- 
livery of a normal full term infant occurred after 
seventeen hours of labor. Profuse bleeding started 
soon after delivery and the placenta could not be ex- 
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Fig. 2 and Fig. 3. Stereoscopic views following the lipiodol injection of a bicornate uterus in the completely involuted state 
and in first degree retroversion. Note the two distinct uterine horns and the occlusion of both tubes. Case 1 


pressed by the Crede method. The hemorrhage with- 
in one hour became marked enough to be alarming. 
It was then necessary to resort to a manual removal 
of the placenta. A bicornate uterus similar to that of 
Case 1 was then found. The placenta was attached 
along the right cornu and right uterine wall; it was 
easily removed. 

There was a markedly febrile reaction for the first 
four days; recovery was otherwise normal and the pa- 
tient was discharged on the fourteenth day post-partum. 
Examination at this time showed a fairly well invo- 
luted uterus in which two distinct horns could be out- 
lined. 

Case 3—Uterus Septus Unicollis. The case is that of 
a married woman, aged 52, who had had five perfectly 
normal and spontaneous full term confinements with 
no complications in either the second or third stage. 
The menses were established at the age of thirteen 
always regular of the twenty-eight days type, and un- 
associated with any pain. The normal menopause oc- 
curred at the age of fifty. 

In April, 1927, following an automobile accident, 
vaginal bleeding started and continued for one month 
becoming quite profuse. A curettement stopped the 
bleeding temporarily. Again in the latter part of Jan- 
uary, 1928, vaginal bleeding started and continued up 
to the time of her admittance on February 25, 1928. 
There was no watery or foul discharge and no pain. 
The general physical condition was excellent. Pel- 


vic examination revealed a first degree laceration of 
the cervix with cystic degeneration but no ulceration 
or erosion. There was a moderate sanguinous dis- 
charge apparently coming from the corpus. The cor- 
pus was in an anteverted position, about one and one- 
half times the normal size, and contained what was 
thought to be a moderate sized fibroid in the right 
horn and a similar one in the left. 

A diagnostic curettage was done to rule out the pos- 
sibilities of malignancy. On introducing the curette 
it was deviated towards the right by what was thought 
to be a submucous fibroid occupying the left half of 
the uterus. Microscopic examination showed a benign 
hyperplasia of the endometrium. A pre-operative diag- 
nosis of multiple fibromyomata uteri and hyperplastic 
endometritis was made and a complete hysterectomy 
rather than radium decided upon. 

At operation it was impossible to decide whether the 
condition found was a bicornate uterus or multiple 
fibromyomata of each uterine horn. Accordingly a 
complete hysterectomy was carried out as_ planned. 
After removal, both horns were found to be equal in 
size and symmetrical. The uterus measured 11 cm. 
from the midportion of the fundus to the external os, 
and 7 cm. in the transverse diameter at its widest por- 
tion. On opening the uterus there were found two 
distinct cavities, one coming from each horn and join- 
ing the cervix at the region of the internal os. No evi- 
dence of fibromyomata was found. The cavities were 























Fig. 4. Uterus septus unicollis; external view after com- 


plete hysterectomy. Case 3. 


separated by a wide septum reaching to the internal 
os. Each cavity measured 1.2 cm. in width and the cer- 
vical cavity 1 cm. The distance from the internal os to 
the apex of the right cavity was 4.3 cm. and to the 
apex of the left cavity 4 cm. The septum at its widest 
portion near the fundus measured 3 cm. The patient 
made an uneventful recovery, being discharged from 
the hospital on the sixteenth day post-operative. 


SUMMARY 


1. Two cases of uterus bicornis unicollis with 
full term pregnancy necessitating manual remov- 
al of the placenta are presented. 

2. One case of uterus septus unicollis re- 
moved at operation is presented. 

3. One case of uterus bicornis unicollis vis- 
ualized by lipiodol injection is shown. 

4. The future possibility of making more ac- 
curate and earlier diagnosis of bicornate uteri 
and other associated anomalies by lipiodol injec- 
tion is suggested. 

5. The complications of the bicornate uterus 
occur mainly at the time of delivery and in the 
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wide septum. Case 3. 

third stage. These should be watched for and 
treated accordingly ; cesarean section should only 
be done when definitely indicated; manual re- 
moval of the placenta should be resorted to 
whenever marked uterine hemorrhage with reten- 
tion of the placenta occurs and after other meth- 
ods have failed. 


BIBLIOGRAPHY 


1. Eden and Lockyer: New System of Gynecology. 
1917 Edition, I, 233. 

McDonald, Robert E.: Retained placenta in a bi- 
cornate uterus. Minn. Med., 1927, 10, 579. 


no 













HE term “irritable bladder” is applied to dis- 

turbances of bladder function marked by 
the following symptoms: pain or abnormal sen- 
sation referred to the bladder or urethra; con- 
stant or abnormally frequent desire to void; fre- 
quency of urination; and burning or painful uri- 
nation. Any or all of these symptoms may be 
presented by a particular case. In a very mild 
case there may be nothing more than a little itch- 
ing discomfort referred to the urethra and blad- 
der, probably associated with an abnormally fre- 
quent but not compelling desire to void, the ac- 
tual voidings no more frequent than normal. In 
the more severe cases there is constant pain re- 
ferred to the bladder neck and urethra, an al- 
most constant and severe desire to void which 
compels voidings every few minutes and is 
marked by severe urethral burning and is fol- 
lowed by terminal tenesmus. Between these two 
extremes the cases present various degrees of 
urimary symptoms. The usual clinical picture is 
that of a decided shortening in the interval be- 
tween day voidings accompanied by discomfort 
in the region of the bladder associated with a de- 
sire to void, and more or less nocturia. In mild 
cases there is great annoyance; in severe cases, 
incapacity. 

Bladder irritation in women has not received 
the attention it deserves. In the past the condi- 
tion even though severe occasioned no alarm, 
very casual interest, and no careful investigation. 
It was expected that all married women, partic- 
ularly those who had borne children, would have 
some degree of trouble with urination. With the 
development of urologic methods of investigation 
it has been found that bladder irritation is fre- 
quently the first manifestation of serious urinary 
tract disease. In spite of this, entirely inade- 
quate examination and empirical treatment con- 
tinue. Striking symptoms such as flank or ab- 
dominal pain, typical colic, or fever may pro- 
voke proper investigation but in most instances 
examination of the urine is the extent of the 
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diagnostic study. When pus cells are found 
these cases are promptly labeled “cystitis” and 
routinely treated by urinary tract antiseptics and 
daily bladder Iavages. In most cases improve- 
ment following this régime is short lived or does 
not occur. 

The normal bladder is resistant to infection. 
It will permit cystoscopy and catheterization 
without ill effect and may pass out large num- 
bers of bacteria in the urine and escape involve- 
ment. When primarily infected, with a few ex- 
ceptions, the effects are transitory and healing is 
spontaneous. Lesions secondary to disease else- 
where in the urinary tract tend to heal rapidly 
following cure of the extra-vesical disease. The 
distressing bladder symptoms accompanying re- 
nal tuberculosis disappear following early neprec- 
tomy. When operation is performed after ana- 
tomic change has occurred in the bladder the ir- 
ritation persists. The resistance of the bladder 
to primary infection should preclude the snap 
diagnosis of simple cystitis without proper in- 
vestigation to exclude the commonly present, 
more significant conditions. This investigation 
should be made promptly. Appropriate treat- 
ment can then be undertaken before the patho- 
logic change. becomes so far advanced that it 
will maintain a continued irritation after the pri- 
mary cause is removed. 

In accordance with the classification here sub- 
mitted, cases of bladder irritation in women may 
be divided into those in which pathologic 
changes occur in the bladder, and into those cases 
in which there are no actual bladder lesions. The 
bladder condition is primary when due to lesions 
beginning in the bladder. It is secondary when 
caused by lesions first involving other organs of 
the urinary tract or adjacent structures of the 
pelvis. These secondary bladder lesions are 
temporary when they have caused little or no 
anatomic change and heal promptly following 
cure of the extravesical disease. They are per- 
manent when they have produced anatomic 
changes in the bladder which remain even 
though the original cause is removed. The le- 
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sions responsible for irritable bladder in women 
may be classified as follows: 


CLASSIFICATION OF IRRITABLE BLADDER IN 
WOMEN 


I. Cases with Bladder Lesions 
A. Bladder Lesions Primary 
. Acute Cystitis 
. Foreign Bodies 
. Submucous Cystitis 
. Fenwick Ulcer 
. Neoplasm 
. Diverticulum 


B. Bladder Lesions Secondary to Extra-ves- 
ical Disease 
1. Temporary Lesions (heal following 
removal of the cause). 
a. Cystitis. 
1. Upper tract infections 
1. Pyelonephritis 
2. Pyonephrosis 
3. Lithiasis with infection 
4. Renal tuberculosis 
2. Lower tract infections 
1. Urethritis, gonorrheal 
2. Urethritis, non-gonorrheal 
3. Pelvic inflammatory disease 


2. Permanent Lesions (may not heal fol- 
lowing removal of the cause). 
. Chronic Cystitis 
. Tuberculous Cystitis 
>. Vesical Calculus 
. Alkaline Encrusted Cystitis 
. Leukoplakia 
f. Contracture of the Vesical Neck 
. Polypi of the Bladder Neck 
Il. Cases Without Bladder Lesions 
A. Disturbance of Innervation 
1. Tabes Dorsalis 
2. Pernicious Anemia 
3. Multiple Sclerosis 
4. Transverse Myelitis 
. Reflex from the Ureter 
1. Ureteral Stone 
2. Ureteral Stricture 
3. Other forms of Ureteral Obstruction 
. Chemical Irritants 
D. Food Allergy 
E. “Nervous” Bladder 


This classification serves as a synopsis and 
outline for what follows. 


PRIMARY BLADDER LESIONS 


Bladder irritation the result of primary acute 
cystitis is occasionally seen. The etiologic fac- 
tors are piten various types of trauma such as 
catheterization, the use of strong solutions for 
bladder instillations and lavages, alcoholic ex- 
cesses, difficult labor, prolonged exposure to cold, 
and certain operative procedures on neighboring 
viscera demanding dissection of the bladder. In 
some cases none of these factors are responsible 
and there is a spontaneous inflammatory process 
involving the bladder mucosa. It is probable that 
these are either the result of excretion of or- 
ganisms through a healthy kidney or their ascent 
through the urethra, or to embolic hematogenous 
infections. The pathologic change is that of 
acute inflammation usually limited to the muco- 
sa. Diagnosis is not difficult, the condition is 
temporary, and rapid recovery is the rule. 

Foreign bodies may be accidentally introduced 
into the female bladder during instrumentation 
or during masturbation. Little or no trouble is 
encountered until the object impinges on the in- 
ternal meatus, when edema and congestion of 
the mucosa of the trigone and vesical neck occur 
and more or less irritation results. Cystoscopy 
demonstrates the foreign body and all symptoms 
disappear following its removal. 

Submucous also called panmural 
fibrosis, elusive ulcer, or Hunner ulcer, is a pri- 
mary bladder disease and a cause of severe blad- 
der irritation. The etiology is not fully under- 
stood. It is thought that the submucosa is in- 
vaded by the hematogenous route by bacteria 
from distant foci. 
demonstrable. 


cystitis, 


These foci are not always 
In one case observed by the 
writer, bladder symptoms began two weeks after 
the appearance of a carbuncle on the lip. The 
normally loose areolar tissue surrounding the 
submucosa is replaced by a firm inelastic struc- 
ture. In advanced cases this layer is very thick 
and penetrates the muscularis. The mucosa al- 
though attached to the underlying scar remains 
unchanged except for hyperemia. These lesions 
may be single or multiple, and may occupy a 
small portion of the bladder wall or become so 
extensive as to replace almost the entire submu- 
cosa, rendering the bladder practically inelastic 
and of small capacity. Frequency becomes pro- 
gressively worse until it is marked both day and 
night and is associated with severe urgency. The 
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urine is grossly clear but contains a few pus cells 
and red cells. If the urge to void is delayed un- 
“til over-distention of the bladder occurs there 
may be profuse hematuria. Cystoscopy per- 
formed while the urine is clear usually discloses 
only a spot of hyperemia, usually situated in the 
vault, posterior or lateral walls. When the blad- 
der is over-distended the mucosa splits open at 
this point and bleeds smartly. 

An ulcerative lesion, described by Fenwick in 
1896, is occasionally seen in cases of irritable 
bladder. The lesions vary in size and depth and 
may be single or multiple. The bladder base is 
the usual location. Histologic examination of 
the excised tissue shows chronic inflammatory 
change. There is nothing suggestive about the 
history, the etiology is unknown, and the cysto- 
scopic findings are not characteristic. Diagnosis 
is possible only after other types of bladder ul- 
cers have been excluded. 

Bladder tumors may be associated with acute 
or chronic inflammatory changes, these in turn 
causing irritation. Tumors located on the tri- 
gone or at the vesical neck may produce irrita- 
tion without infection being present. Attention 
is directed toward the bladder because of the 
secondary cystitis, in many cases, before hema- 
turia occurs and arouses suspicion of the pres- 
ence of neoplastic disease. The cystitis is usually 
severe, most marked in the immediate vicinity of 
the tumor, and resistant to any treatment short 
of destruction of the new growth. In the same 
way bladder diverticulum often asserts its pres- 
ence by irritable bladder due to infection persist- 
ing as a result of residual urine. 


SECONDARY BLADDER LESIONS 


Disease elsewhere in the urinary tract or dis- 
ease in the adjacent pelvic structures is primarily 
the cause of a large proportion of cases of ir- 
ritable bladder in women. When these diseases 
are recognized early and cured by appropriate 
measures the secondary bladder lesions tend to 
heal spontaneously, thus restoring normal func- 
tion. However, when the extra-vesical disease is 
of long standing the bladder changes are often 
extensive. These changes may become perma- 
nent and prevent the return of normal bladder 
function even though the original focus has been 
discovered and successfully removed. In this 
event complete recovery will require a careful 
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determination of the exact nature of the bladder 
lesions and appropriate treatment. 

The upper tract diseases that cause secondary 
infection are pyelonephritis and pyonephrosis, 
lithiasis with infection, and tuberculosis. Infec- 
tion reaches the bladder via the urinary stream 
from the infected kidney except in some cases 
of tuberculosis, when the process either travels 
along the wall of the ureter or by way of the 
lymphatics. The changes occur first in the mu- 
cosa and consist of edema and dilatation of the 
blood vessels. In mild cases the infection is lim- 
ited to the mucosa overlying the trigone and that 
surrounding the ureteral orifice of the infected 
upper tract. In severe cases the entire surface 
may be involved. These lesions are temporary 
and tend to heal following removal of the upper 
tract focus. 

Infections of the female urethra, either gon- 
orrheal or non-gonorrheal, often extend upward 
and involve the trigone and vesical neck. In 
mild infections or those of short duration the 
changes are mainly in the mucosa and are tran- 
sient. 


Fulminating inflammatory diseases of pelvic 
viscera occasionally spread to the bladder, caus- 


ing cystitis. The serosa immediately adjacent to 
the inflammatory process is first involved, fol- 
lowed by invasion of the underlying muscularis, 
submucosa and mucosa. 

If the extra-vesical focus of infection, whether 
located in the upper tract, pelvic structures, or 
urethra, is neglected and permitted to keep alive 
the process in the bladder the changes here will 
advance to a stage where removal of the focus 
will no longer be accompanied by resolution of 
the bladder lesion. Such lesions become more or 
less permanent. The underlying submucosa and 
muscularis become infiltrated and even the peri- 
vesical tissues may be invaded. Fibrous tissue 
is deposited and the bladder is thus changed to a 
fixed, thick walled organ of diminished capacity. 

In tuberculosis, in addition to wide fibrous tis- 
sue replacement, tubercles develop in the mucosa 
and may go on to ulceration. These ulcers, often 
multiple, are usually found about a ureteral ori- 
fice and occasionally are covered over by urinary 
salts until good sized plaques are formed. This 
calcareous material as well as that adherent to 
other inflammatory lesions and tumors of the 
bladder may become free.and form nuclei for 
the formation of stones. Rapid increase in the 





IRRITABLE BLADDER IN WOMEN—DONOHUE 


size of the stones occurs in the presence of al- 
kaline urine or when there exists any degree of 
obstruction at the vesical neck. Infection with 
urea-splitting organisms results in formation of 
carbon dioxide and ammonia, with the precipi- 
tation of inorganic salts. The inflamed and ul- 
cerated ’reas and in some cases the entire mu- 
cosal surface may become covered by such de- 
posits. The condition is called alkaline encrusted 
cystitis. In other cases the continued infection 
causes heaping up of the epithelial cells until sev- 
eral layers are formed, the uppermost being cor- 
nified. This change, called leukoplakia, occurs 
in patches and when seen at cystoscopy has a 
pearly white appearance. 

Neglect of the infected urethra results in pro- 
liferative changes in the mucosa consisting of 
multiple polypoid projections most often seen at 
the internal sphincter. Submucous infiltration 
followed by cicatrization of the urethra and ad- 
jacent bladder neck may advance far enough to 
interfere with the muscles of urination and pre- 
vent complete emptying of the bladder. Rarely, 
contracture of the vesical neck, a condition anal- 
ogous to the small fibrous prostate in the male, 
results with all the signs and symptoms of blad- 
der neck obstruction. - 


IRRITATION WITHOUT BLADDER LESIONS 


Bladder irritation may occur in the absence of 
any inflammatory or other active pathologic 
change in the bladder itself, urethra, or upper 
tracts. The irritation in these cases is due to a 
disturbance in the myo-neural mechanism con- 
trolling bladder function. A majority of these 
are produced by central nervous system disease 
and may result from damage to either afferent or 
efferent pathways. The degree to which the 
bladder is rendered irritable will depend on the 
nature and extent of destructive or irritative 
nerve changes and their influence con the muscles 
of urination. Among the diseases affecting the 
central nervous system that interfere with the 
nerve supply of the bladder are tabes dorsalis, 
pernicious anemia, multiple sclerosis, and trans- 
verse myelitis. Cases resulting from tabes are 
the most common. In an advanced case the blad- 
der is of large capacity and atonic, and the sen- 
sation is considerably diminished. A_ large 
amount of residual urine is present which pro- 
vokes a frequent desire to void. 
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In another group of such cases there is no cen- 
tral nervous system disease. Here the bladder 
irritation is produced by overflow into the tri- 
gonal muscle of spasm initiated in the ureter. 
The spasm in the ureter is caused by some form 
of stimulation such as stone, stricture, anoma- 
lous vessel obstruction, et cetera. 

In still another group of cases in which no 
pathologic change in the bladder is demonstra- 
ble the irritation is caused by the ingestion of 
certain drugs or foods. Here the mechanism 
appears to be mere stimulation of nerve endings. 
Urotropine, cantharides, and certain other drugs 
may do this. Rarely, bladder irritation occurs 
as a manifestation of food sensitization. Duke 
has reported several cases in which the specific 
foods were determined. 

Very rarely “irritable bladder” is nothing more 
than a habit frequency. This has been noted in 
very nervous people, and it is probable that the 
tone of the detrusor is maintained at a high point 
so that comparatively small amounts of urine in 
the bladder will bring about the desire to void. 


COMMENT 


It has been attempted to present the subject of 
bladder irritation in the form of a systematized 
clinical and pathologic consideration of the vari- 
ous conditions responsible for it. It is entirely 
wrong to think of the condition as an isolated 
and trivial symptom to be dealt with lightly. An 
appreciable number of cases of bladder irrita- 
tion are caused by relatively innocent conditio’s, 
but to go on the assumption that all cases are +f 
this sort is to invite serious blunder. No case 
of bladder irritation should be approached in 
this way. The condition should always be 
thought of as merely a symptom, possibly pro- 
duced by a pathologic condition of real magni- 
tude. In every instance a properly conducted 
investigation should be undertaken with the end 
in view of definitely determining the site, extent, 
and nature of the responsible lesion. If such a 
régime were routinely adhered to cases which have 
advanced to a point requiring major surgery or 
have seriously endangered life will be markedly 
decreased. Many such cases had as their first 
symptom bladder irritation. This symptom not 
infrequently is the first signal of a condtion 
which will eventually result in advanced hydro- 
nephrosis or pyonephrosis and require nephrec- 
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tomy. It may be the first manifestation of a 
bladder tumor which through neglect will pro- 
gress to inoperable proportions. It quite regu- 
larly is the first symptom of early tuberculosis, 
certain to become bilateral if ignored. These are 
not all. Even the acute simple cystitis if suffi- 
ciently long neglected will progress to extensive 
infiltration of the bladder wall and perivesical tis- 
sues with a resulting anatomic change which is 
not amenable to any form of treatment. 
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CASE REPORTS 








MASSIVE COLLAPSE OF THE LUNG DUE TO 
AORTIC ANEURYSM* 


REPORT OF TWO CASES 


R. YivisaKer, M.D. 
Minneapolis 


Case 1—This was the case of a white male, aged 
61, a laborer, who was admitted to the Minneapolis 
General Hospital for the first time April 2, 1926. 

His trouble began with hoarseness about three years 
before admission. This gradually progressed to a 
state of complete aphonia, which had been present 
about six weeks before entering the hospital. Brassy 
cough had been present about six months and was ac- 
companied by expectoration of considerable quantities 
of mucoid material which, at times, was streaked with 
bdood. Chest pain and dyspnea then made their ap- 
pearance three months before coming to the hospital. 
The pain was of a dull, aching character and was 
quite well localized to the manubrium sterni. The 
dyspnea became extreme and exertion brought on se- 
vere respiratory paroxysms. Vertigo was sometimes 
associated with the dyspnea. His appetite had grad- 
ually failed during his illness and he had lost about 
60 pounds in weight. No edema had been noted. 

Past History—Measles, small-pox and scarlet fever 
had been contracted during childhood. He had had a 
chancre in 190Z with a possible Neisserian infection and 
was treated at that time at Hot Springs with baths, 
oral medication and daily mercury rubs for a period 
of two months. For an indefinite period he had 
noted that the right arm had been smaller than 
the left. About four years previously he had had 
a sense of numbness in the left hand which came on 
in attacks lasting up to fifteen minutes and appearing 
about once each month, being usually brought on by 
hard work. This condition, however, gradually dis- 
appeared. 

Physical examination revealed an emaciated man 
complaining of a brassy cough, aphonia, dyspnea, and 
chest pain. The skin showed definite loss of turgor. 
There were several enlarged glands in both inguinal 
regions and a scar was present on the right where 
glands had previously been removed. The pupils were 
equal and regular and reacted to light and accommo- 
dation. Extensive pyorrhea and dental caries were 
present. A definite tracheal tug was noted. A marked 
pulsation was visible over the whole left chest and on 
palpation this pulsation could be felt over the entire 
anterior chest. The apex beat was in the fourth inter- 


*From the Medical Service of Dr. T. A. Peppard, Acting 
Chief of Service at the Minneapolis General Hospital. 
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costal space just within the nipple line. On percus- 
sion there was dullness over the upper sternum ex- 
tending well to either side, the area being about 12 
cm. in diameter and on the left extending from the 
clavicle downward until it merged with the left heart 
border. An area of slightly impaired resonance was 
noted posteriorly to the left of the spine, in the inter- 
scapular area. Tubular breathing was present on the 
right side posteriorly just lateral to the eighth to tenth 
dorsal spines. The breath sounds were diminished over 
the remainder of the right side posteriorly. A harsh 
to and fro murmur could be heard over the entire 
area of cardiac and aortic dullness, and there was a 
bell-like quality to the second heart sound in the sec- 
ond, third and fourth interspaces to the right of the 
sternum. Blood pressure on the right arm was 115 
systolic, 55 diastolic; on the left arm 125 systolic, 60 
diastolic. The pulse was suggestive of the Corrigan 
type. Frequent extrasystoles were present. No organs 
or masses were palpable in the abdomen. Right indirect 
inguinal hernia was noted. There was a small scar on 
the foreskin. The patellar reflexes were absent on both 
sides. 

Course.—During the first two days in the hospital the 
temperature ranged up to 101.2°, but for the rest of his 
stay it remained normal with the exception of one rise 
to 100°. The pulse varied between 70 and 90, and 
respirations 16 to 24. The blood count was normal and 
the blood Wassermann negative. X-ray plates taken of 
the chest and heart (Plate 1) on April 3rd were re- 
ported by the roentgenologist as follows: “There is a 
tremendous dilatation of the whole aorta, most marked 
in the transverse and descending portion of the arch. 
This extends posteriorly throughout the antero-posterior 
diameter of the mediastinum. The whole appearance is 
characteristic of an aneurysm. The trachea is displaced 
to the right by the large aortic arch. The heart itself 
is not particularly enlarged although there is some dila- 
tation of the ascending aorta. There is a dense shadow 
in the lower lobe of the left lung of a rather irregular 
consistency. The left diaphragm is pulled up markedly. 
This appearance combined with the large aorta suggests 
the possibility of an obstruction of the bronchus in 
this region from pressure with purulent collection in 
the lung or possibly a collapse of that portion of the 
lung. Measurements on the six foot plate are as fol- 
lows: Transverse thoracic 27.0, Ml 8.0, Mr 6.2, total 
14.2. Aorta to the right of the mid-sternal line at the 
3rd rib 7.3, to the left 5.0, total 12.3, transverse diame- 
ter of the arch of the aorta at the level of the 2nd rib 
12.0. 

Impression: Aneurysm of the aorta. 

Moderately enlarged heart. 
Collapse of the left lower lobe. 
Possible abscess, left lower lobe.” 
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Treatment during his stay in the hospital con- 
sisted of: (1) Potassium iodide 10 grs. three times 
daily, which was gradually increased to 50 grs. three 
times daily in nine days, the latter dose being then 
continued for five days; (2) five doses of neosalvarsan 
intravenously, the first two being 0.3 gm. each, the third 
0.4 gm., and the fourth and fifth 0.6 gm. each. He 





Plate I 


left the hospital on the 15th of May, 1926, his general 
condition somewhat improved and seemingly quite com- 
fortable after forty-three days in the hospital. 

He was readmitted April 17, 1927, with the same 
complaints as before. In addition, for a period of 
about four months there had been pain throughout the 
left chest. This pain began gradually and at first was 
of a dull, aching character, coming and going, and 
lasting for several days at a time. About two months 
before admission, the pains became sharp and shooting 
in character, coming in spells lasting one to two hours 
each. He thought that most of these attacks were 
brought on by changes in weather, but at times this 
was not the case. There had been an additional loss 
of 10 pounds in weight. 

Examination of the chest now showed several dilated, 
tortuous veins over the anterior chest wall, with diffuse 
pigmentation of the skin here. There was still a heav- 
ing pulsation of the entire chest, most marked over 
the upper sternum and to either side of this. A thrill 
was palpable at the third intercostal space on both sides. 
The percussion note was now flat over the left anterior 
chest down to the fourth interspace, below which the 
note became somewhat tympanitic. The left border of 
the heart could not be made out. Posteriorly there 
was dullness over the left supraspinous area and at 


[July, 1923} 


both bases. Breath sounds were absent over the left 
side except over the apex and in a small area in the 
axilla. Posteriorly the breath sounds were bronchial 
in character down to the ninth dorsal spine, below this 
absent on the right, vesicular on the left. Heart tones 
were totally irregular, rate 90, with a to and fro, 
systolic and diastolic murmur heard over the pre- 


Aan 





Plate II 


cordium and into the neck vessels. 
100 systolic, 45 diastolic, on both arms. 


Blood pressure 


During this stay in the hospital his temperature ran 
a septic course most of the time, reaching a maximum 
of 102.4°. Leukocyte count varied from 11,500 to 20,900 
with a predominance of polymorphonuclears. The 
Wassermann was negative twice, the urine essentially 
negative and likewise the sputum. The blood chem- 
istry was normal. Vital capacity 1,700. X-ray of the 
chest taken April 19 (Plate I1) was reported thus: 


“There is a shadow of marked density involving the 
entire left lung field, being somewhat more dense in 
its medial portion and showing increased translucency 
toward the periphery and at the left base. The 
trachea is markedly deviated to the right and the 
shadow of the aorta extends somewhat more than 
normally to the right also. Fluoroscopically a pulsating 
margin could be defined about one inch within the 
lateral thoracic wall. The appearance suggests a def- 
inite extension of the aneurysm which was described 
about one year ago with also an element of marked 
collapse of the left lung. Measurements of the heart 
cannot be made owing to the obliteration of the left 
border. 

Impression: Aneurysm of the transverse and descend- 

ing aorta. 
Pulmonary collapse.” 

Another plate, taken May 27, showed practically no 
change. Electrocardiograms showed frequent auric- 
ular extrasystoles and low voltage on two occasions. 
He was again given potassium iodide by mouth during 
the greater part of his stay, but no neosalvarsan was 
administered. 
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He was discharged on the first of July, 1927, after 
seventy-six days in the hospital. The septic tempera- 
ture was still present and he was otherwise very little 
improved. 

The final admission was on October 6, 1927. At this 
time his original complaints were greatly exaggerated 
and in addition he had been troubled with a cough for 
one month. This had recently become greatly produc- 
tive. 

Examination showed very little change since the 
previous admission. The temperature again assumed 
an irregular course, rising to 102° on one occasion. 
Leukocyte count varied from 14,600 to 12,100, hemo- 
globin 62 per cent and red blood count 3,330,000. The 
urine was normal and the Wassermann again negative. 
X-ray of the chest taken on October 8 was interpreted 
as follows: “There is practically complete obliteration 
of the left lung field with the exception of a very small 
area at the extreme apex. The heart and mediastinum 
are displaced toward the right with a marked deviation 
toward the right of the trachea and considerable prom- 
inence of the aorta on the right. In view of the 
previous history, the appearance could be entirely due 
to a large aortic aneurysm which produces considerable 
compression of the lung.” 

Electrocardiogram on October 11 still showed auric- 
ular extrasystoles with a slight left preponderance. 
He developed a pain in the right lower chest laterally 
with findings of rales and a definite friction rub here, 
necessitating strapping this side. Otherwise there was 
no apparent change in his condition until the 20th of 
October, when he suddenly developed a massive hem- 
optysis and died within one minute. 


The report of the pathologist on the autopsy follows: 

“The left pleural cavity is completely obliterated by 
fibrous adhesions. The left lung is collapsed secondary 
to the pressure of a large mediastinal mass which is 
evidently an aneurysm of the aorta. The right lung 
weighs 710 gms. and is moderately emphysematous. 
The base of the right lung shows consolidation pos- 
teriorly. On section there is a fairly marked conges- 
tion and edema but no pus. Section of the left lung re- 
veals marked dilatation of the large and small bronchi. 
These contain a considerable amount of yellowish pus 
and there is some purulent exudate peribronchial. The 
left lung is almost completely atelectatic and flesh-like. 

The heart is not increased in weight. The aorta ex- 
hibits a very marked dilatation involving the transverse 
and descending portion of the arch. This mass is 
largely filled with clotted blood and some thrombus. 
Posteriorly there is pressure on the trachea and on 
the left bronchus causing stenosis thereof. At the point 
where the pressure was the greatest on the trachea, 
there is perforation through an area of about 1.5 cm. 
in diameter. This was evidently the immediate cause 
of death. 

The liver weighs 1,800 gms. and on section shows a 
diffuse mottling ‘nutmeg’ in type. 
300 gms. 


The spleen weighs 
It is fairly soft and dark red. 
The kidneys show no increase in size and show no 


evidence of disease grossly. The root of the aorta 


shows numerous partially white plaques beneath the 
intima and these extend well down into the thoracic 
aorta. The abdominal aorta is not involved. 

Microscopic examination shows a chronic passive con- 
gestion of the liver, congestion of the right lung base 
and bronchiectasis with abscesses in the left lung, to- 
gether with widespread atelectasis. 

Diagnosis: (1) Luetic aneurysm of the aorta with 
rupture into the trachea and fatal hemorrhage; (2) 
stenosis of the left bronchus with bronchiectasis and 
multiple abscesses in the left lung; (3) atelectasis of 
the left lung; (4) compensatory emphysema of the right 
lung; (5) chronic passive congestion of the liver and 
spleen.” 


Case 2.—This patient is at present at the General 
Hospital. He was admitted on the Ist of February, 
1928. He is a white male, age 52, married, American 
by birth and his occupation, a laborer. His complaints 
on admission were severe attacks of coughing, spitting 
of bright red blood, and shortness of breath. A\l- 
though the history was contradictory in regard to many 
details, he apparently had been in good health until 
two or three weeks previously, when he developed a 
severe cold with purulent nasal discharge and cough. 
About this time, on two successive mornings, he felt 
nauseated and vomited after breakfast and had a 
heavy weight feeling in the abdomen. On both oc- 
casions, however, he was able to again eat his break- 
fast and go to work without further distress. His 
cough continued and was non-productive except in the 
morning, when he raised a good deal of thick phlegm. 
For three days he noted shortness of breath on exer- 
tion. He described this as a feeling as if there were 
something in his throat cutting his breath off. On the 
morning of admission he was suddenly seized with a 
severe paroxysm of coughing. During this he began to 
expectorate small quantities of bright red blood. He 
immediately came to the hospital and continued to ex- 
pectorate small amounts of bright red blood for a 
few hours after admission. There was no history of 
loss of weight or loss of appetite and no other gas- 
tro-intestinal or genito-urinary disturbances. 


Past History.—Measles, mumps and whooping cough 
during childhood. He had had no severe illnesses and 


no operations. He denied venereal infection to direct 
and indirect questioning. 

Family History—There was nothing of importance 
relative to the present condition. 

Physical examination showed a well developed and 
well nourished white male lying.in bed and coughing 
up small amounts of bright red blood at intervals, but 
otherwise showing no signs of discomfort. There was 
a soft subcutaneous tumor about the size of a hazel 
nut just above the left orbit. The pupils were equal 
and reacted to light and accommodation. There were 
numerous dental caries and marked pyorrhea was pres- 
ent. A few small cervical lymph nodes were palpable. 
Inspection of the chest revealed a marked restriction of 
motion of the entire left side. The percussion note 
was normal except for an area of slight impairment in 
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the interscapular area on the left side. There was no 
apparent enlargement of the cardiac dullness, and the 
P.M.I. was localized in the 5th intercostal space, 9.5 
cm. to the left of the midline. The breath sounds 
were exaggerated over the entire right side, and prac- 
tically absent over the entire left side except for an 
area of normal breathing above the second thoracic 


Plate III. 


spine posteriorly and an area of bronchial breathing 
at the base near the vertebral column. The heart 
sounds were normal. The abdomen showed no evidence 
of abnormality. The knee reflexes were bilaterally 


moderately increased. Blood pressure—left arm 140 
systolic, 96 diastolic; right arm 134 systolic, 80 diastolic. 

Progress—After the first few hours, the patient 
seemed to be entirely comfortable except for a slight 
cough, which persisted. The hemoptysis soon disap- 
peared entirely. The blood count showed hemoglobin 
83, red blood cells 4,600,000; white blood cells 11,200, 
with a differential of 61 per cent P. M. N’s. The urine 
was normal and the Wassermann was negative. The 
Wassermann was repeated following a provocative dose 
of 0.3 gm. of neosalvarsan and was again found to be 
negative. X-ray plates of the chest taken on the first 
day in the hospital (Plate III) were reported as fol- 
lows: 

“Stereoscopic plates were made of the chest and 
postero-anterior and lateral plates were made of the 
chest with the barium-filled esophagus. A large tumor 
mass is demonstrated extending into the left lung field 
from the region of the arch and upper portion of the 
descending aorta. On fluoroscopic examination this 
was demonstrated to pulsate and can be definitely con- 
nected with this portion of the aorta. It produces a 
marked pressure deformity of the esophagus. The 
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entire appearance is characteristic of saccular aneurysm 
of the aorta.” 

Electrocardiogram taken on February 7, showed a 
right preponderance and occasional extrasystoles. 

No change was noted in the patient’s condition until 
February 17. On that day, however, the apex beat was 
seen to be lateral to the anterior axillary line in the 


Plate IV. 


sixth intercostal space. The trachea was drawn definite- 
ly to the left. On percussion the note over the entire 
left chest was found to be flat and the right heart 
border was displaced beyond the midline into the left 
chest. Breath sounds were absent throughout the left 
chest. A rough systolic murmur was now heard in the 
third left interspace. The right chest was now def- 
initely hyperresonant to percussion with exaggerated 
breath sounds. A tentative diagnosis of massive col- 
lapse of the left lung was made. On questioning the pa- 
tient, he stated that he had noticed slight pain over the 
precordium that morning and the day before. Other- 
wise no discomfort was experienced. Pressure over 
the styloid process just medial to the tip of the mastoid 
showed the patient to be definitely hyposensitive. 

X-ray plates were taken the same day (Plate IV) 
and these confirmed the clinical diagnosis, the report 
stating: “The heart and mediastinum are now marked 
ly displaced into the left chest and there is a diffuse 
opacity involving the entire left field of the chest. The 
dome of the diaphragm cannot be made out but the 
gas bubble in the stomach appears to be definitely 
elevated so that there is no doubt a marked elevation 
of the left diaphragm. The entire appearance is char- 
acteristic of a massive collapse of the lung. 

Impression: Massive collapse of the lung.” 

To date (April 3) there have been no further 
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changes in the chest findings. There have been no 
symptoms or discomfort except that he is now having 
more severe paroxysms of coughing. There has been 
no further hemoptysis and he has been afebrile 
throughout. 

Electrocardiogram following the collapse showed no 
essential change. Blood pressure remained at 132 
systolic, 80 diastolic. The hemoglobin has now 
dropped to 64, red blood count to 3,200,000. There has 
been no leukocytosis and the urine has remained nor- 
mal. Spinal puncture done on the 28th of February 
brought out a clear fluid, albumin faint trace, no cells 
found, Wassermann negative and the colloidal gold 
showed no curve. 

The last x-ray, taken on the 15th of March, shows 
“a marked retraction of the bony thorax on the left 
side with marked narrowing of the intercostal spaces.” 





TUBERCULOUS MENINGITIS* 


REPORT OF CASE 


E. J. Encperc, M.D. 
Saint Paul 


C. A. B., aged 28, a male and married, was seen in 
consultation with Dr. H. A. Molander, St. Paul. 

The patient was admitted to the Mounds Park Sani- 
tarium September 28, 1927, with the history that, about 
six weeks before, he had consulted Dr. Molander for a 
swelling in the left testicle. At this time he had fre- 
quent urination, and the urine showed pus and albumin; 
no gonococci. The pus and albumin cleared up under 
medication, but the swelling had persisted. Dr. Mo- 
lander advised the removal of the testicle but the pa- 
tient refused operation. 

About a week before admission the patient had a 
severe chill with a general aching throughout the body. 
He had sneezed and coughed a great deal ever since 
and also had vomited. The last two days before ad- 
mission he had acted queerly—talked to himself, was 
resistive, and wanted to sleep a great deal at times. 
He did not seem to recognize people he ought to know. 

His past history and family history presented nothing 
unusual. His physical examination was reported by Dr. 
Molander to be negative except for the enlarged testicle. 

Upon admission, his urinalysis was: acid sp. gr. 1,030; 
trace of albumin; no sugar; an occasional white blood 
cell with a few epithelial cells and some mucus. Hemo- 
globin was 78 per cent and the white blood cells 8,500, 
which had increased on October 3 to 11,400. The pa- 
tient’s temperature was 98.2, pulse 64, and respirations 


_*Case reported at the Minnesota Meeting of the Neurological 
Society, April, 1928. 


24. Patient was complaining of headache and nausea, 
was very restless and resistive and frequently vomited 
a greenish fluid. 

His condition remained much the same with a tem- 
perature reaching 101.2 at times until about 9:30 A. M. 
on October 4, when the temperature suddenly rose to 
103 (axillary) from 100.2 an hour before, pulse 82, 
respirations 20, and at this time I was asked to see 
the patient. 

On examination he was found to have rigidity of 
the neck (plus one) and a bilateral Kernig (plus one). 
The other examinations were uncertain as the patient 
was very excited and resistive. Spinal puncture 
showed fluid under great pressure, clear apparently when 
fresh, but slightly turbid after standing a short time. 
The spinal fluid examination showed a plus one Nonne, 
a cell count of 418; no organisms were found (the 
polymorphonuclears outnumbered the lymphocytes in a 
ratio of about 60 to 40). In a preliminary report the 
pathologist had informed me that the cells were all 
lymphocytes or nearly so, and on the basis of this re- 
port and the clinical picture, a provisional diagnosis of 
tuberculous meningitis was made. 

The next morning the patient’s condition was very 
much worse, with a temperature 103.8, pulse 136, and 
respirations about 30, and the patient was in a deep 
stupor. Upon looking at the laboratory report, it was 
noted that the written report disagreed with the oral 
one which had been received, and in speaking with the 
pathologist he said he had made a smear of the 
spinal fluid the previous day, and that his written re- 
port was on the basis of this examination, and, un- 
fortunately, we had not been notified of the changed 
report. 

We then did another spinal fluid examination, which 
showed a very cloudy fluid, with a plus one Nonne, 
cells 1,291 and in the ratio of 90 


per cent poly- 


morphonuclears to 10 per cent lymphocytes; no organ- 


isms found. We decided it was best to give 30 c.c. 
anti-meningococcic serum, intraspinously, but this did 
not influence the condition and the patient died about 
twelve hours later. 

Post-mortem examination, reported by Dr. Kvitrud, 
was as follows: 

“Opened cranium and found dura much injected. 
Brain also much injected. The fluid was reddish and 
turbid. The lower portion of cerebrum and all of cere- 
bellum were somewhat mushy. The under surface of 
the cerebrum had what appeared to be little tubercles 
which were very minute. 
where. 


No frank pus made out any- 
Smears from these small tubercles and of the 
fluid in the brain cavity show tubercle bacilli. Dura did 
not have any microscopic tubercles. 

“Lower portion of left epididymis was hard and on 
removing the testicle and cutting into this hard lump 
pus and cheesy material were found which on smear 
showed tubercle bacilli. This mass was about 1 cm. in 
diameter. 

“Diagnosis: Tuberculous 


meningitis, tuberculous 


epididymitis.” 
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President’s Letter 
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HE American Medical Association Meeting has come and 

gone and, from every standpoint, it was very successful. 

One of the outstanding features of the meeting was the 

scientific exhibit. No one, no matter how narrow or how 
broad his field, could fail to find many things of intense interest in 
this exhibit. 


The method of handling the convention reflected great credit 
to the city of Minneapolis and the State of Minnesota. Too much 
praise cannot be given both the State and Hennepin County Auxil- 
iary for the way they entertained the visiting ladies. This is the 
most difficult feature of any convention and is usually the hardest 
to handle. The wives of the delegates and officers were loud in 
their praises of the entertainment furnished them. I am informed 
that the Hennepin County Auxiliary of the Medical Society is 
the oldest in the United States and it certainly shows the value 
of a well organized group of efficient women at an occasion of 
this kind. We should help the State Auxiliary in every possible 
way and I hope that before the year is over there will be an or- 
ganization of the auxiliary in every local Society in the State. 
The auxiliary can be of great help in making our meetings more 


successful, not only by promoting social activities, but I believe, 


properly directed, might be a great influence for community wel- 


fare in every district. The officers of the auxiliary tell me the 
greatest obstacle they have to organization is not the wives of 
the doctors but the doctors themselves. If this is true, we had 


better change our attitude and give them both our financial and 


C,B wl 


moral support. 
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The A. M. A. and State Meeting 
The recent A. M. A. convention must have 
been a revelation to those who attended this year 
for the first time. That such a large meeting 
with such an extensive program and so many 
sectional meetings was engineered with such a 
noticeable lack of confusion speaks well for the 
management and codperation of those responsi- 
ble. The detailed report of the meeting will ap- 
pear in the A. M. A. Journal and only brief ref- 

erences to the meeting can be made here. 
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Fortunately the hundreds of papers read at the 
three-day scientific session will receive publica- 
tion; for the physical impossibility of being in 
more than one place at the same time necessi- 
tated missing much that one would have liked to 
hear. 

The scientific exhibit, which has grown to be 
such an important part of the convention, visual- 
ized many interesting phases of medical study. 
The microscope, x-ray, still and animated photo- 
graphs, gross pathological specimens, blood ves- 
sel injections, cultures—all were in evidence. 
Everyone who attended must have picked up 
some interesting points which should be stimu- 
lating and of practical value. The practice of 
offering awards added the spice of competition to 
the exhibitions. The exhibits of four Minnesota 
men—Drs. Clauson, Scammon, Rigler and Hor- 
ton—received mention in the report of the com- 
mittee on awards. 

Dr. William S. Thayer of Baltimore was in- 
stalled as president for the ensuing year and at 
the election of officers Dr. Malcolm L. Harris 
of Chicago was chosen president-elect and Dr. 
W. A. Jones of Minneapolis vice-president. The 
present secretary, Dr. Olin West; treasurer, Dr. 
Austin A. Hayden; speaker of the house, Dr. 
F. C. Warnshuis, and trustees, Dr. J. H. Walsh 
and Dr. A. R. Mitchell, were re-elected. Next 
year’s convention will be held in Portland, Ore- 
gon. , 

The House of Delegates of the State Associa- 
tion transacted all its business at the all-day ses- 
sion, June 11. The various committee reports 
were adopted and acted upon in accordance with 
the recommendations of the reference committee. 
No ruffle disturbed the tranquillity of the meet- 
ing. Those present had the opportunity of hear- 
ing a really remarkable address by Mr. Robert O. 
Jones of Seattle, Washington, in which were re- 
counted experiences in Washington when the 
towards 
anti-medical activities and asserted organized ef- 


physicians awoke from their lethargy 


If those who believe in a 
passive attitude on the part of the profession 


forts in opposition. 








490 MINNESOTA MEDICINE 


could have heard the address they no doubt 
would have been converted. 

Dr. J. T. Christison of Saint Paul, highly 
esteemed and much beloved, who has been so ac- 
tive in the Association for many years, will be 
our president in 1929. The other officers elected 
were: Dr. A. G. Liedloff, Mankato, first vice 
president; Dr. C. O. Estrem, Fergus Falls, sec- 
ond vice president; Dr. E. A. Meyerding, Saint 
Paul, secretary; Dr. Earle R. Hare, Minneap- 
. olis, treasurer; Dr. H. M. Workman, Tracy, 
councilor Third District; Dr. Frank J. Savage, 
Saint Paul, councilor Fifth District; Dr. W. W. 
Will, Bertha, councilor Seventh District. Dr. 
Herman M. Johnson, Dawson, and Dr. W. F. 
Braasch, Rochester, were elected A. M. A. dele- 
gates, and Dr. B. S. Adams, Hibbing, and Dr. 
O. J. Hagen, Moorhead, alternates respectively. 

The invitation extended the Association to 
hold the convention in Mankato in the summer 
of 1929 was heartily accepted. 





The Laboratory Technician 


Since the World War, the field of laboratory 
technic has become an attractive occupation 
for young women, and from every walk of life 
they have been flocking into it in ever increasing 
numbers. It requires a comparatively short 
training period, and offers interesting work in 
the romantic atmosphere of a hospital or physi- 
cian’s office, and the pay compares well with that 
of other occupations. Many trained nurses are 
attracted by the shorter day-time hours without 
leaving the hospital. Every training point is be- 
sieged by many more requests from students than 
it can possibly accept. To add yet further con- 
fusion fraudulent schools are springing up and 
attracting unsophisticated girls. These are fre- 
quently night schools, promising to give training 
in clinical and x-ray laboratory technic, book- 
keeping, and the handling of patients, all in four 
or five months. They obtain their victims by a 
wide-spread advertising campaign in newspapers, 
promising large salaries and collecting tuition in 
advance. Their equipment and personnel is in- 
adequate, to say the least, and they are not under 
the supervision of any reputable pathologist. 

Different grades of technicians are needed, and 
this calls for different training. The girl who is 
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in charge of a laboratory, either alone or under 
a pathologist, should have a college education; 
but the girl working in one physician’s office or 
doing simple tests in a large hospital laboratory 
may do excellent work with only a high school 
education. Accuracy and detail are prime 
requisites and no amount of education can com- 
pensate for their absence. On the other hand, 
they will carry far a girl with only a moderate 
amount of education. 


Up to the present time, there has been no 
organized effort on the part of the medical pro- 
fession to meet the demand for training. Vari- 
ous isolated hospitals give practical work, and 
various commercial schools have sprung up, but 
there has been no organization and no standard- 
ization. The University of Minnesota has a 
four year course arranged for the girl intending 
to do laboratory work, but although this gives an 
excellent foundation, it is apparent that every 
girl wishing laboratory technic cannot take a 
college course. At the present time the popu- 
larity of the work is a great disadvantage, for 
there are so many applicants for every position 
that many are accepting less than a living wage, 
and this lowers the average salary. 

The American Society of Clinical Pathologists 
is making an attempt at classification and stand- 
ardization of training schools for technicians. A 
committee, of which Dr. Kano Ikeda of St. Paul 
is a member, is making a detailed investigation 
with the object of standardization of schools and 
registration of technicians. The American Med- 
ical Association is watching the work with in- 
terest, and it is hoped that this most important 
organization will give its influence and support to 
so worthy a cause. 


The individual physician has in his power the 
ability to help the condition to a certain degree. 
He has the opportunity to advise many girls who 
contemplate going into laboratory work. He can 
warn them of the present too great popularity 
of the field; he can advise them to take their 
training in some reputable place; and when he 
selects a girl for his own work, he can insist 
that she be properly trained, and he can pay her 
the salary that good work deserves. He can also 
add his voice to the insistence upon standardiza- 
tion, registration, and supervision of this most 
valuable assistant to the medical profession. 


MarGARET Warwick, M.D. 
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Physicians’ Service Bureau 


After a year or more of careful consideration 
a group of some 188 physicians in Ramsey coun- 
ty have embarked upon a venture which by the 
first of this month will be in full swing. An or- 
ganization distinct from the Ramsey County 
Medical Society but for the most part drawing 
its membership from the society has been 
formed for the purpose of assisting local mem- 
bers of the profession in a financial way. The 
main function of the new organization will be a 
credit bureau and collection agency. <A physi- 
cians’ telephone exchange was installed July 1, 
and a nurses’ registry for the convenience of the 
profession will be an additional feature. 

There is nothing original in the idea of the 
organization as adopted by the Ramsey county 
physicians. Similar organizations have operated 
successfully elsewhere but so far as we know 
this is the first example of just this type of un- 
dertaking in the state. 

Physicians in the larger centers of population 
are in need of the services mentioned and as a 
rule obtain such services from separate agencies 
managed by individuals outside the profession. 
The collection of bad accounts is generally un- 
satisfactory from several angles. Doubtless this 
apparently necessary adjunct to the practice of 
modern medicine will never be satisfactorily 
solved. But ordinarily the physician turns over 
his bad accounts to a collection agency and knows 
little of the methods used to bring pressure to 
bear on his patients. In certain instances collec- 
tion agencies ride rough shod over the patients 
and in one instance known an agency used un- 
scrupulous methods, tacking on excessive charges 
for services which the patient was required to 
pay. There has been a feeling, too, that in gen- 
eral the rates for collections have been rather 
high. 

The services of the profession in a locality 
such as Saint Paul, conservatively estimated, 
amount each year to a million and a half dollars 
in private services and doubtless another million 
and a half is donated in free service to the vari- 
ous free medical clinics in the city. The majority 
of the private professional services are rendered 
as a charge account and yet the profession has 
never had the use of a medical credit bureau. 


EDITORIAL 
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It is hoped that the establishment of a medical 
credit bureau will be of use in designating cer- 
tain individuals who should be classed as charity 
cases. 

Certain types of practice seem to require the 
services of a physicians’ exchange. When the 
profession has no part in the direction of such 
a service irregularities can very easily creep in to 
the advantage of certain members and the dis- 
advantage of the rest. The proper operation of 
a physicians’ exchange should be a distinct serv- 
ice to the public. 

The success of the Saint Paul Physicians’ 
Service Bureau will depend on the kind of su- 
pervision exerted by the responsible medical of- 
ficers, the personnel chosen and the codperation 
of the members. 





APPLICATION OF PATHOLOGY TO SURGICAL 
PROBLEMS 


Although pathologic opinion in individual cases is 
often the most important which the patient receives in 
the hospital and is therefore a necessity for efficient 
treatment, a far more important function of the pathol- 
ogist is his ability to teach. Every man who practices 
medicine in any of its branches needs a sound training 
in pathology, but none more so than the surgeon. It is 
therefore a surgical problem to see that the supply of 
pathologists is kept up. So far as our influence on 
medical faculties and hospital boards goes, we should 
advocate adequate budgets for the pathological depart- 
ments, and reiterate that the supposed advances in 
surgery of recent years are largely due to the pathol- 
ogists and that our own daily work would be less effec- 
tive if we had not had training in pathology. I -think 
we older men can also do something in advising our 
assistants that a year or two in a laboratory where 
gross pathology can be studied and correlated with the 
histology will surely make a better surgeon. We sur- 
geons must also accent our demand for a clinical tissue 
pathologist as opposed to one from the widening sub- 
divisions of pathology which are now engaging atten- 
tion, as serology, immunology, etc. If one looks over 
the journals of pathology, few articles on gross or 
minute pathology are seen. Practically the tissue 
pathologist is disappearing and it is a very important 
problem for surgeons to make an attractive place 
for him. Perhaps the answer will be to isolate the bulk 
of the surgery of malignant disease into a specialty and 
let the surgeons do their own microscopy.—CopMAN, 
E. A.: New England J. Med., 198: 332 (April 5) 1928. 
Abstracted in Bulletin, Association of American Med- 
ical Colleges (July, 1928). 
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Continuing from last month we are presenting further opinions expressed at the Conference on 
Public Relations held April 26, 1928, under the auspices of the Committee on Public Health Educa- 
tion. The Committee holds no brief for these opinions: 


Mr. J. G. CRownuakrt, Secretary, 
State Medical Society of Wisconsin: 


“The program of the State Medical Society of Wisconsin is centered around lay education. It is the belief 
of the society that information that is authentic and simply expressed will do more to combat medical fakes 
and fads than direct attack. With this in mind, the press service was adopted as the best medium for supply- 
ing the people with the knowledge they needed. 


“One story a week appears in the weekly and daily newspapers of the state. Opposition and objections were 
raised on all sides at first, but with no avail. These articles come from the pen of some well-known doctor; are 
submitted to a newspaper man, working with the society; are returned to a committee from the medical society for 
approval and to the author himself; finally are turned in to the press. This process is the only certain way of 
securing material that meets with the approval of the medical men and at the same time is good newspaper 
stuff. It thoroughly disputes the theory that codperation between the doctors and the newspapers man is im- 
practical; it provides the best medium, save that of direct contact, of informing the public.” 


Mrs. J. D. Lyon, Chairman, Public Health Association: 
Women’s Auxiliary, Minnesota State Medical Association : 


“The work of the Women’s Auxiliary is carried on by the Public Health Committee. Its aim is to dis- 
seminate to the laity such knowledge on health matters as the society sponsors. 


“There are ten local organizations throughout the state with a total membership of five hundred. Their 
activities differ according to the needs of the locality, but in general they supplement the program of the Dental 
Association. 


“In Stearns-Benton counties, the Auxiliary furnished a room in a hospital; Washington county supplied 
the library with Hygeia; Saint Louis county assists in making surgical dressings for the hospitals, carried 
out health programs at the various Parent-Teacher Association meetings, established a scholarship fund for a 
graduate course for nurses. Rice county helps in preparing surgical dressings. 


“In Ramsey County, the members of the Auxiliary spend an average of twenty hours a month in occu- 
pational therapy at the Gillette Hospital for Crippled Children. They have also furnished a room at the Children’s 
Preventorium. In Hennepin County, which was the first in the country to organize (1910), the auxiliary pro- 
vides accessories and gifts for the Glen Lake Sanatorium. A room has been furnished in the Bethany 
Hospital by the Hennepin Auxiliary. 


“The ten local auxiliaries are centralized under the State Auxiliary, which pursues a program of general public 
health.” 


J. F. Suetiman, D.D.S., Director, 
Dental Clinics, Wilder Charities: 


“The work of the dentist and his preachings on oral hygiene go hand in hand with other health programs. 
He does not confine himself strictly to the care of the teeth without branching into more general fields. For this 
reason, he should be considered a co-partner of the physician. 


“Great strides have been made in Saint Paul in regard to dental clinics and surveys. In 1916, there was 
but one dentist working part time in the schools of the city. His equipment was incomplete and in poor condition. 


“Today the results of the publicity campaign launched at that time are something to be proud of. In 
place of one part time dentist, there are seven full time dentists, paid through the Community Chest and the 
Women’s Auxiliary. There are six dental hygienists paid by the school board working with complete modern 
equipment. The clinic maintained at the Wilder Dispensary has three part time dentists and one dental 
nurse in attendance. Two dentists are maintained at the city and county hospital. 


“Much of the work is directed largely toward children from the kindergarten through the third and fourth 
grades. More lasting good can be done with them and there is more possibility of educating the parents to appre- 
ciate the principles of dental hygiene and general health. 


“All the school children in the city are examined once a year and advised either to see a dentist or visit the 
dispensary according to their economic situation. There has been a marked improvement in the condition of 
teeth since this work was begun. Formerly an entire school would have only five per cent sound teeth, today 
that average has gone up to fifty-five per cent with some rooms having a record of one hundred per cent.” 
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MISCELLANEOUS 


MISCELLANEOUS 


MEDICAL MALPRACTICE SUITS* 


Czar Jounson, M.D., F.A.CS. 
Lincoln, Nebraska 


(Third. Paper) 

The second or third physician who attends a patient is 
too frequently the starting point of a malpractice suit. 

One doctor finds a case progressing unfavorably and 
he calls in a consultant to aid him; recovery is not 
satisfactory, the patient becomes dissatisfied or com- 
plains and requests that another doctor be called to the 
aid of the physician. These doctors are contemporary 
consultants. 

A patient is dismissed from treatment, chooses to 
discontinue treatment or is referred to some other phy- 
sician, or another physician is consulted with or with- 
out the consent or knowledge of the first physician. 
This physician is a subsequent consultant. A con- 
temporary consultant might call the patient aside and 
explain what, in his opinion, the first physician in 
charge ought to have done and failed to do, but that 
does not often happen. The contemporary consultant, 
as well as the physician first in charge, is subject to 
action jointly. 

JOINT LIABILITY 

Physicians seem to be ignorant of joint liability. A 
prominent eye specialist was called into the ward to see 
a patient who had been operated upon for the removal 
of the Gasserian ganglion. He gave some advice to 
the surgeon and two years later was required to de- 
fend himself in a joint action against the surgeon and 
himself. 

A surgeon was called into the operating room to as- 
sist another physician. He did not attend the patient 
afterwards but three years later was a defendant in 
a malpractice suit brought by this patient. 

A physician went to a neighboring city to attend a 
patient as a consultant to the family physician. He neg- 
lected to ascertain whether the family physician was 
competent to carry out his directions and two years 
later paid his proportion of a $3,000 judgment. 

The consultant can be summoned and compelled to 
testify to what he saw or what he observed and if so 
summoned he should tell the truth. He is under no 
obligation to form or express opinions. 

In what particular does the position of subsequent 
consultant differ from that of the contemporary con- 
sultant? The subsequent consultant being called in, it 
is his professional duty to render the patient the most 
skilful services of which he is capable; so also the 
contemporary consultant. Manifestly the consultant’s 
duty to the patient is identical, whether he is consulted 
contemporaneously or subsequently. 

The medical profession appears to assume that the 
relationship of the subsequent consultant to the doctor 


*This is the third and final article by Dr. Johnson appearing 


in MINNESOTA MEDICINE. e first and second articles 


, > - were 
published in the May and June issues. 
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previously in charge of the case is different. It is 
time that some one should ask why. His opinion 
about what might have been, if what was had been 
otherwise, or what might now be if what is were not, 
need never be formulated nor expressed. The suit 
can not be sustained without opinion testimony and 
so it is not brought. 

No suit can start without medical opinion. I have 
endeavored to make plain that the success or failure of 
a suit for malpractice depends almost entirely upon 
opinion testimony which, if given at all, is given volun- 
tarily. The volunteering of medical opinion in order 
to incite or sustain a malpractice suit against a physician 
is prejudicial and never justifiable. This should be so 
defined in our code of ethics, and only in our code of 
ethics should the subject be dealt with. I want to 
make this emphatic because about every so often some 
misguided medical society proceeds to adopt rules, reg- 
ulations or resolutions on this subject that produce dis- 
aster when read into the record of a malpractice suit. 

UNDERMINING CONFIDENCE 

Physicians should be able to realize the undermining 
effect that repeated suits alleging negligence have on 
any organization. It has seemed to me that we are 
slow to recognize many of the excellent organization 
principles of industry. A number of years ago the 
general counsel for a very large corporation adopted 
the policy of avoiding lawsuits even to the extent of 
professional and financial sacrifice at times. Today 
this man’s company, in his territory, has not only uni- 
versal goodwill, but less suits are filed against his com- 
pany in his division than in any other. 

The effect of repeated lawsuits applies with partic- 
ular force to the medical profession, whose usefulness 
depends materially upon the confidence of the public. I 
appreciate that malpractice suits can not be entirely 
eliminated, but they can be reduced to an irreducible 
minimum, and those that then occur must be endured. 
Typhoid fever occasionally occurs, but that is not an 
argument against measures for prevention. Yellow 
fever once blocked a short passageway between the 
Atlantic and Pacific, but yellow fever was eliminated, 
these oceans became united and our national defense 
strengthened. There are few diseases that are curable. 
Preventive medicine has the confidence of the public 
and is the foundation of modern medicine. Sacrifice, 
knowledge, and moral courage were required to pro- 
duce it. The prevention of malpractice will require the 
same qualities. 

The first requisite is knowledge of medicine, knowl- 
edge of liability and moral courage. 

Medical knowledge is available to every physician 
who seeks it. There is little professional and no legal 
excuse for lack of knowledge. 

The rule is that the treatment accorded must be that 
which is customarily prescribed by physicians doing a 
like class of work. Therefore surgical treatment must 
be of a grade approaching the topmost in the com- 
munity. The same holds true of the other usual di- 
visions of medicine. Conceit or selfishness are not le- 
gal defenses. If disaster could have been prevented by 
assistance, and qualified assistance was available, a rea- 
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sonably prudent physician would have sought it and 
failure to have done so is negligence. Any number of 
situations might be related wherein this aspect of the 
question arises. 

Knowledge of liability is less available. State Medi- 
cal Defense Committees should be busy furnishing the 
fundamentals as rapidly as their time and money will 
permit. 

Moral courage is more difficult to disseminate. Ego- 
tism and selfishness are the offspring of ignorance. 
Ignorance is forgivable but not excusable. The aiding 
and abetting of ignorance or negligence is neither for- 
givable nor excusable. It will require moral courage to 
eliminate these vices and their disastrous effect upon 
medicine, but until it is done individual and joint lia- 
bility will continue to be asserted in causes of action. 

Physcians should more fully realize, not only their 
moral and professional obligations, but also their legal 
liabilities. Surgeons frequently operate in a country 
town, collect their fees and leave without written or- 
ders for the after-care of the patient. It is negligence 
to delegate to a referring physician of unknown abil- 
ity unusual medical procedures, and should untoward 
results occur because of this carelessness a joint action 
may follow. 

It will require considerable moral courage for the 
advanced physician to refrain from aiding and abetting 
a physician who is in legal difficulties because of his 
incompetency, yet sooner or later this will have to 
come about. The whole is greater than the part. The 
loss of respect of the courts and professional bank- 
ruptcy are at the end of our present medical defense 
policy. 

PRIVILEGED COMMUNICATIONS 

The maintenance of strictly professional relations 
with patients and their relatives and the observance of 
privileged communications are imperative. Time was 
when a physician looked upon the information gained 
from a patient as sacred. The present-day custom of 
discussing cases at medical societies, the clubs, cafes 
and lodges, often describing patients so closely that the 
name might just as ‘well be included, has developed a 
laxity of respect for privileges. A privileged com- 
munication, except under very rare conditions, has al- 
ways been held inviolate by the courts and is too 
precious to be thrown away. 

Office and hospital records which often contain the 
strictest sort of confidential data are passed from one 
assistant to another, or to young untrained nurses, and 
should some patient’s reputation suffer because of idle 
remarks or information published by gossip the doctor 
may pay dearly for his negligence. 

Newspaper reports of sickness and accidental injuries 
frequently contain confidential and privileged informa- 
tion. Some of these published accounts would make 
excellent trial evidence should some misguided physi- 
cian be called upon to reimburse a patient for finan- 





[July, 192} 


cial injury sustained from information volunteere:! by 
him. 

Insurance companies frequently write to physicians 
for confidential information concerning a former pa- 
tient. What right has the physician to divulge his 
information? Suppose that, because of the violation 
of the trust imposed in the doctor, the former patient 
or patient’s family are financially damaged. Do you not 
think the physician would be liable? 

Accident insurance companies invariably ask physi- 
cians for privileged information and written medical 
opinions regarding claimants, for which they some- 
times pay 50 cents to $1.00. There are physicians gul- 
lible enough to assume a liability for the sum and also 
to violate their moral and professional obligations. 

The third requisite is abstinence—abstinence from 
voluntary statements of facts to patients, their relatives 
or legal representatives when such statements may 
directly or indirectly reflect upon the professional or 
personal integrity of another physician. 

The expression of a personal opinion of another 
physician, if unfavorable, may result in intensifying the 
prejudice of the patient against the other doctor, cause 
distrust and disrespect for the critic or start a suit 
for damages, and in any event the profession as a 
whole suffers. 

The expression of an unfavorable professional opin- 
ion of another physician or his treatment is a voluntary 
invitation to trouble. Aside from the financial and 
professional damages that may occur it may be very 
embarrassing to have the remarks written into a court 
record. 

Frequently lawyers resort to social visits to secure 
information sufficient to draw up a petition. Often 
they use depositions to get a case before the jury. It 
is strange that highly ethical and educated physicians 
fail to appreciate this or recognize that a medical opin- 
ion, given socially or in the form of a deposition, may 
be just as damaging to the defendant as testimony vol- 
untarily given in court. 

Physicians must learn to abstain from expressing 
opinions that are detrimental to any physician or the 
medical profession, in court or out of court, regarding 
the condition or any events that may have occurred 
in a condition of a patient that has been examined for 
treatment or for the purpose of forming a hypothetical 
question or answer. 

The medical profession should set itself to the task 
that has long been neglected. The issue is clear. Some 
form of treatment must be chosen for malpractice 
suits. Is it to be an expectant one, with sedatives and 
post-mortem deodorants, which requires little effort? 
Or is it to be modern, preventive and applied thera- 
peutics, which requires collective action, discipline and 
moral courage? 
Federal Trust Bldg. 
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NORTHWEST CONFERENCE FOR CHILD 
HEALTH AND PARENT EDUCATION 

To the Organizations Sponsoring the Second North- 

west Conference for Child Health and Parent Edu- 

cation, held March 27, 28, and 29, 1928, and to the 

Members of the Joint Committee in general charge 

of the Conference: 

The Executive Secretary presents this statement of 
the results of the Second Northwest Conference for 
Child Health and Parent Education. 

REGISTRATION 

In conferences of this character registration is seem- 
ingly a precarious thing. People who are possessed of 
a ticket cannot be refused admission and there is no 
way to determine that they have or have not regis- 
tered. Hence the value of registration rests upon the 
record of visitors which, so far as it goes, may be 
used as a means to intelligent publicity upon future 
occasions. It is not an index to the number in at- 
tendance. 

These partial registration records, the ticket sales and 
receipts, together with a rough estimate of those pres- 
ent at any meeting, give a fairly close estimate of 
numbers. These figures indicate that some 3,300 people 
attended the conference; with a probable total of 5,000 
single admissions in all, at the eight main sessions, the 
seven luncheon round tables and the dinner meeting. 
This would suggest a somewhat larger individual at- 
tendance, but a less continuing attendance at the con- 
ference sessions than in the conference of 1927 in Min- 
neapolis. 

TICKET SALES , 

Successful ticket sales are dependent upon a number 
of factors. These are (1) the publicity preceding the 
conference; (2) the recognized reputation of the speak- 
ers; (3) the interest inspired by the subject matter of 
the program; and (4) the active canvass undertaken 
by ticket selling individuals or groups in the local com- 
munity. In the judgment of your Secretary, the first 
three of these determining influences played as strong 
as, or even a stronger part than in the preceding year. 
Unquestionably the ticket sale failed of its full measure 
of activity. 

TICKET SALES RECORD 

















1927 1928 

Course Tickets 755 524 
Single Session Tickets 2689 1814 
Special Admission Tickets 430 
Luncheon Tickets : 1221 1270 
Dinner Tickets ................ sss: 80 
ees 4888 4118 





The comparison of ticket sale figures in the two suc- 
ceeding conferences bears out these conclusions. The 
total luncheon attendance was reinforced by the men’s 
luncheon introduced this year. 

EDUCATIONAL VALUES OF THE CONFERENCE 

Numbers are something of an index to the success of 
such a conference. They attest, in this instance, the 
growing interest of the people in parent education, the 
increasing consciousness of their need. They show an 
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extending appreciation of child study. The special’ ef- 
fort put forth this year to interest fathers in the part 
they should play in the upbringing of the child was 
encouragingly successful. The attendance, in general, 
would seem to justify the continuance of an annual 
conference in the Twin Cities. It may fairly be ex- 
pected that the interest in these meetings will gradually 
extend into the state at large and into neighboring 
states. It is an educational influence of gathering power. 
Ad interim publicity should develop a more active in- 
terest in the younger group of mothers. 
FINANCES OF THE CONFERENCE 

This sort of venture is still new. The business men 
of Saint Paul, nevertheless, responded very liberally 
in its support. There was no difficulty in securing a 
generous guaranty fund. Our experience has taught us 
much in methods of promotion. We have yet much 
to learn. Successful, from the business point of view. 
as such new enterprises go, the conference should 
achieve a yet larger financial success. The financial 
statement follows: 


LUNCHEON AND DINNER ACCOUNTS 















































Receipts 
By Sale of Dinner Tickets............... $ 160.00 
By Sale of Luncheon Tickets............................. 1,005.25 
$1,165.25 

Payments 
Paid to the Saint Paul Hotel.............. $ 989.75 
Paid to the St. Paul Athletic Club........................ 160.50 
$1,150.25 
ROE it TI asians eccerecccsirnteececnemeronennreetan 15.00 
$1,165.25 

CONFERENCE ACCOUNT 

Receipts 
By Sale of Course Tickets $1,572.00 
3v Sale of Single Tickets 907.00 

3y Purchase of Single Tickets with Ticket Gift 
Fund .... 412.50 
3y Sale of Special Admission Tickets 107.50 
By Sale of Auditorium Boxes.......................-s--0-+ 450.00 
$3,449.00 
Rr Beiends 66 Tein eee 14.50 
$3,434.50 
By Exhibits and Literature a/c 238.05 
By Miscellaneous Receipts 15.38 
By Interest on Bank Account 78.75 
By Gifts 620.96 
$4,387.64 
Deficit .. 2,371.20 
BALANCING ACCOUNT $6,758.84 
Expenditures 

Postage $ 238.14 
Stationery and Supplies 220.19 
Programs 212.32 
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eae ea aR ee Ee EE 44.15 
I ad a neha apiciuisianaiten 42.00 
ND sci eccscecscgib scorpio 530.13 
Clerical Services...... : 2,414.84 
Exhibits and Literature 334.74 
ETL AT LEIS A ET 612.40 
Transportation and Miscellaneous Expense...... 114.28 
I Te ssn cseiabhecciebinintioaitis 1,045.65 


Speakers’ Honoraria 
TOTAL 


GUARANTY FUND 


RN I iii scecsicesscisnectnnninitiennsiuiensnse $ 620.96 
Guaranty Fund ................ sia lahaSen stan 9,600.00 

$10,220.96 
I a a alte $ 620.96 
ee Dao ORE 7,228.80 
TEER arn ieee Cen eat er CO Serene 2,371.20 

$10,220.96 


The full itemized statements of ticket sales, receipts, 
from the several sources, expenditures, guaranty fund 
and refunds have been audited by the Comptroller of the 
Minneapolis Council of Social Agencies and are on 
file in the Minneapolis office of the conference, subject 
to the inspection of anyone who may desire to see 
them. 


EDUCATIONAL RESULTS OF THE CONFERENCE 


The conference, energizing as it is, should be simply 
a seeding-time in the minds of mothers, fathers, teach- 
ers, physicians and public health nurses. It should 
“bear leaf in a continuity of child study by study groups 
in parent-teacher associations, college clubs, women’s 
clubs and mothers’ clubs throughout the year. It should 
come to flower in the publication of its program in 
book form for the further education of these groups. 
It should bear fruit ultimately in the development of 
a school of parent education. 

Respectfully submitted, 
(Signed) Richard Olding Beard, 
Executive Secretary. 





MINNESOTA BOARD OF MEDICAL 
EXAMINERS 


Investigation by the Board was recently made of a 
so-called Health Center at Olivia, Minnesota, operated 
by one Emilie D. K. Ewald, a naturopath by adver- 
tisement, a masseuse according to her own statement, 
and a practitioner with no license of any sort, in fact. 

Her advertising cards mention Vit-O-Net electric 
baths, psycho-magnetic therapy and intestinal garden- 
ing for the prolongation of youth. Diagnosis is made 
“without questioning your ills.” If “Dr.” Ewald’s 


promise to move on is not carried out further action 
will be taken. 
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OBITUARY 





Dr. Isaac L. Mahan 


Dr. Isaac L. Mahan of St. Paul, for thirty-six 
years librarian of the United States Circuit Court of 
Appeals and for years active in the G. A. R., died 
June 17 in St. Louis after an illness of several 
months. 

Following his custom, Dr. Mahan went to St. 
Louis in November for the winter term of the Cir- 
cuit court. He became ill in December and was un- 
able to return to St. Paul. 

Dr. Mahan was 87 years old. Although he held 
the degree of doctor of medicine, he never practiced 
the profession, but for more than 50 years was in 
various branches of the Federal service. 

In 1903 Dr. Mahan was state commander of the 
Minnesota G. A. R. He also was commander of 
Acker post in St. Paul. He was active in Masonic 
work and was one of the organizers of the Mystic 
Shrine in St. Paul. 

He was appointed Circuit court librarian by the 
late Judge Walter H. Sanbern. 

Dr. Mahan was born in Indiana in 1841 and spent 
most of his childhdod at Terre Haute. When 10 
years old he paid his school expenses by selling pa- 
pers. The day Fort Sumter was fired on, he en- 
listed in the Union army. When he was discharged 
at the end of the Civil War he had risen to the rank 
of captain. 

After being mustered out, Captain Mahan entered 
Rush Medical College at Chicago and studied there 
until he obtained his degree. He did not take up 
the practice of his profession, however, but entered 
the more exciting life of a special agent for the 
internal revenue bureau, trying to enforce the 
revenue laws among the moonshiners of the South. 

After three years of this work, he became a Fed- 
eral Indian agent and as such came to St. Paul in 
1873 on his way to take charge of the La Pointe 
agency at Bayfield, Wis. In 1882 Dr. Mahan was 
promoted to Indian agency inspector with head- 
quarters in St. Paul. Later he was in the drug busi- 
ness there and also was a real estate dealer for a 
time. He was a friend of Lon Merritt, discoverer of 
the Minnesota iron range, and also knew intimately 
many other leaders. 

Surviving Dr. Mahan, besides his brother, Samuel 
E. Mahan of St. Paul, are his widow and a daughter, 
Mrs. M. Daugherty of St. Louis, at whose home he 
had been staying before his death. 





Dr. F. G. Landeen 


Dr. F. G. Landeen, prominent Stillwater physician 
and surgeon, was found dead in his office May 30. 
Dr. Landeen, 53 years old, is believed to have died 
of heart disease. He had practiced in Stillwater 
thirty-three years. 

Surviving are his widow, a son, Hoyt, and a 
daughter, Mrs. Clyde Lovf of Minneapolis. 
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Dr. A. B. Moulton 


Dr. A. B. Moulton of Lewiston, Minnesota, was 
electrocuted Saturday afternoon, May 12, when an 
iron pipe with which he was working came in con- 
tact with an overhead electric power wire. Dr. 
Moulton was 52 years old and had practiced in, 
Lewiston the past year. He formerly lived at 
Zumbro Falls. 

Dr. Moulton is survived by his widow and three 
children. 


SC AS 
OF GENERAL INTEREST 


Dr. F. N. Grose has moved from Bertha, Minne- 
sota, to Clarissa, Minnesota. 

Dr. Louis A. Fried has moved from Ada, Minne- 
sota, to Saint Paul, where he has located at 386 
West Annapolis Street. 





Dr. Henry E. Michelson has been promoted from 
assistant professor to professor of dermatology and 
syphilis at the University of Minnesota. 


Dr. Hendrie W. Grant has announced the removal 
of his offices to 339 Lowry Medical Arts Building, 
Saint Paul, for the practice of his specialty, ophthal- 
mology. 


Dr. B. J. Gallagher has returned to his former 
practice at Waseca, Minn. Dr. Gallagher had been 
associated with the Lewis Clinic at St. Cloud the 
past year. 


Dr. Arthur C. Strachauer, Minneapolis, addressed 
the Eau Claire County Medical Society, Eau Claire, 
Wisconsin, May 28, on “Carcinoma of the Rectum,” 
illustrated with lantern slides. 


Dr. Leo G. Rigler and Dr. Walter H. Ude have 
taken charge of the x-ray department at the Eitel 
Hospital, Minneapolis, succeeding Dr. Frank Bissell, 
who will leave for Europe this month. 


Dr. Henry A. Roust, formerly of Ruthton, Minne- 
sota, is now engaged in practice at Montevideo. 
Dr. H. L. Sargeant of Fergus Falls has purchased 
the practice of Dr. Roust at Ruthton and is now 
located there. 

At Jackson, Minnesota, probably the first action to 
he taken against illegal practitioners under the new 
Basic Science law occurred when a Mrs. Hall, who 
pretended to cure her patients by the use of herbs ob- 
tained from some old Indian, was prosecuted on 
July 18, 1927. As a result she left the state. 


Miss Mary Danielson, superintendent of nurses, and 
Miss Ruth Gustafson, instructor, of Mounds Midway 
School of Nursing, left June 7 for a trip to Europe, 
where they expect to visit and study nursing conditions 
in England, Scandinavia, Germany, France and Italy. 
They plan to return about October 1. 

Dr. Adolph Hanson of Faribault was awarded the 
1927 prize of $250.00 for the best work presented 
before the Minnesota Society of Internal Medicine 


during the year. A similar prize will be awarded 
during the year 1928 for meritorious work. Theses 
should be sent to the secretary, Dr. E. L. Gardner, 
610 Yeates Building, Minneapolis, before October 1, 
1928. 


Dr. Donald C. Smelzer, superintendent of the Miller 
hospital, Saint Paul, was elected president of the Min- 
nesota Hospital Association at its annual meeting held 
in Minneapolis in June. Other officers elected were: 
James McNee, Duluth, first vice president; Sister M. 
Julitta of St. Cloud, second vice president; Miss Eliza- 
beth McGregor of Gillette hospital, Saint Paul, third 
vice president, and J. J. Norby of Minneapolis, secre- 
tary and treasurer. The executive committee includes 
Miss Harriett Hartry of Minneapolis, H. V. Smith of 
the Northern Pacific hospital, Saint Paul, and Paul 
Fesler of the University hospital, Minneapolis. 





NEW AND NON-OFFICIAL 
REMEDIES 


The following articles have been accepted by the 
Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association: 

H. K. Mutrorp Co. 
Diphtheria Toxoid-Mulford. 
Parke, Davis & Co. 
Glaseptic Ampoules Solution Glucose, 50 per cent, 
20 c.c. 
Glaseptic Ampoules Solution Glucose, 50 per cent, 
50 c.c. 
Stearodine. 
Stearodine Tablets. 
PasTEuR INSTITUTE oF St. Louis 
Antirabic Virus (Semple). 
G., D. SEARLE & Co. 

Bismuth Sodium Tartrate-Searle. 

Ampoules Bismuth Sodium Tartrate-Searle, 2 c.c. 
Swan-Myers Co. 

Biennial Sage Concentrated Pollen Extract-Swan- 

Myers. 
Pollen Extracts-Swan-Myers 2,000 unit packages. 


CHANGE OF AGENCY 
Viking Palatable Cod Liver Oil, formerly distrib- 
uted by Sigurd E. Roll, Chicago, is now distributed 
by Viking Health Products Co., Chicago. The Coun- 
cil has continued the acceptance of Viking Palatable 
Cod Liver Oil under the new distributor. 


TRUTH ABOUT MEDICINES 


Ethylene-Cheney.—A brand of ethylene for anesthesia- 
N. N. R. (New and Non-official Remedies, 1928, p. 51). 
The Cheney Chemical Co. (Jour. A. M. A., May 5, 1928, 
p. 1444.) 

Lipiodol-Lafay.—lodized Poppy-seed Oil 40 per cent. 
An iodine addition product of poppy-seed oil contain- 
ing 39 to 41 per cent of iodine in organic combination. 
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Lipiodol-Lafay is used as a contrast medium in myelog- 
raphy and pyelography, for detecting urethral strictures, 
in the spinal column for detecting tumors, and in other 
conditions for which roentgenologic exploration is de- 
sired. It is supplied in ampoules containing 1, 2, 3 and 
5 ec. respectively. E. Fougera & Co., New York. 

Lipiodol Radiologique Descendant.—lodized Poppy- 
seed Oil 35 per cent. An iodine addition product of 
poppy-seed oil containing 34 to 36 per cent of iodine 
in organic combination. In subarachnoid injection for 
roentgen-ray examination, lipiodol radiologique descend- 
ant is used for the recognition of intradural tumors. 
E. Fougera & Co., New York. 

Lipiodol Radiologique Ascendant.—lodized Poppy- 
seed Oil 10 per cent. An iodine addition product of 
poppy-seed oil containing 9.8 to 11.2 per cent of iodine 
in organic combination. kn sub-arachnoid injection for 
roentgen-ray examination, lipiodol radiologique ascend- 
ant is used for recognition of intradural tumors when 
it is desired to employ a contrast medium of lesser 
density than that of the spinal fluid. E. Fougera & 
Co., New York. 

Mead’s Powdered Boilable Protein Milk—A modi- 
fied milk preparation having a relatively high protein 
content and a relatively low carbohydrate content. 
Each 100 gm. contains approximately protein, 39 gm.; 
butter-fat, 27 gm.; lactose, 24 gm.; free lactic acid, 2 
gm.; ash, 6 gm.; and moisture, 2 gm. When suitably 
mixed with water, powdered boilable protein milk is 
useful for correcting intestinal disorders of infants and 
children. Mead Johnson and Company, Evansville, Ind. 

Antirabic Virus (Semple) —A phenol-killed antirabic 
vaccine prepared according to the general method of 
David Semple (New and Non-official Remedies, 1928, 
p. 363). It is marketed in packages of fourteen doses, 
each dose consisting of 2 c.c.; all the doses are of the 
same potency. Pasteur Institute of St. Louis, St. Louis. 
(Jour. A. M. A., May 19, 1928, p. 1627.) 

Stearodine—Calcium Iodostearate. It contains from 
26 to 28 per cent of iodine in organic combination. 
Stearodine is used as a substitute for the inorganic 
iodides, over which it is claimed to have an advantage 
in that it is longer retained and therefore better utilized. 
See Iodized Fats and Fatty Acids, New and Non- 
official Remedies, 1928, p. 212. Stearodine is also sup- 
plied in the form of tablets, each containing stearodine 
equivalent to 0.01 gm. of iodine. Parke, Davis & Co., 
Detroit. (Jour. A. M. A., May 26, 1928, p. 1711.) 





REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


AMERICAN RADIUM SOCIETY 


The American Radium Society held its annual meet- 
ing in Minneapolis June 11 and 12. Dr. Curtis F. Bur- 
nam, Baltimore, president of the Society, made the 
opening address Monday morning. A cancer clinic 
was conducted by Dr. A. C. Strachauer and members 
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of the staff at the Cancer Institute, University of \iin- 
nesota, Monday afternoon. A banquet was held at the 
Hotel Radisson Monday evening. The speakers were 
Dr. W. J. Mayo, Rochester, Minn., Dr. S. C. Lind, 
University of Minnesota, and Dr. A. C. Strachauer, 
Minneapolis. The scientific sessions were continued on 
Tuesday at Hotel Radisson, with Dr. Burnam presiding. 
Dr. H. H. Bowing, Rochester, Minn., was in charge of 
local arrangements. 





AMERICAN PHARMACEUTICAL ASSOCIATION 


The attention of pharmaceutical research workers is 
called to the following: 

The seventy-sixth annual convention of the American 
Pharmaceutical Association will be held at the Eastland 
Hotel, Portland, Maine, during the week of August 20, 
1928. Papers presented before the convention are to be 
limited to ten minutes and abstracts of the papers 
should be submitted to the secretary, Paul S. Pittenger, 
307 West Pratt Street, Baltimore, Maryland, in advance. 





SCOTT-CARVER COUNTY MEDICAL SOCIETY 

At the regular meeting of the Scott-Carver County 
Medical Society held at Chaska, April 26, 1928, Dr. John 
Butler of Minneapolis gave an instructive talk on vari- 
ous phases of dermatology, illustrated with lantern 
slides. Dr. Chester A. Stewart of Minneapolis dis- 
cussed the subject of Infant Feeding and presented 
several clinical cases. 





CHISAGO-PINE COUNTY MEDICAL SOCIETY 

At the annual meeting of the Chisago-Pine County 
Medical Society the following officers were elected for 
the ensuing year: President, Dr. Thomas Zeien, North 
3ranch; vice president, Dr. F. F. Callahan, Pokegama; 
secretary-treasurer, Dr. C. G. Kelsey, Hinckley. Dr. 
Zeien was elected delegate to the State Association 
meeting and Dr. Callahan, alternate. 





WABASHA COUNTY MEDICAL SOCIETY 


The sixtieth annual meeting of the Wabasha County 
Medical Society will be held July 5, at Plainview, Min- 
nesota. The business session at 11 a. m. will be fol- 
lowed by a dinner at the Plainview Hotel. 

The following program will be given at 2 o’clock in 
the City Hall: 

President’s Address—“Medical Progress in Wabasha 
County Since the Founding of this Society,” Dr. W. 


J. Cochrane, Lake City. 


“Specialism,” Dr. D. P. Dempsey, Kellogg. 

“Functional Dyspepsia,” Dr. D. M. Masson, Roches- 
ter, Mayo Clinic Staff. 

“A Review of the 1928 Interstate Post-Gradute As- 
sembly Tour,” Dr. Arnold S. Anderson, St. Paul, Office 
of Board of Control. 





TRANSACTIONS OF THE MINNEAPOLIS SURGICAL SOCIETY 


TRANSACTIONS OF THE MINNE- 
APOLIS SURGICAL SOCIETY 
Meeting of May 3, 1928 
Dr. H. B. Sweetser, President, presiding 

Dr. H. B. SweetseEr assisted by Dr. H. B. Sweetser, 


Jr., gave a demonstration of the use of surgical dia- 
thermy. 


Dr. S. R. MAxXEINER reported the following case: 

Patient, 65 years of age, single, came into the hos- 
pital March 7, complaining of pain in left lower quad- 
rant, bloody stools and constipation. Two years ago she 
consulted Dr. Gardner with pain in left lower quad- 
rant, constipation, etc. Complete gastro-intestinal study 
and proctoscopic examination were entirely negative. 
She was put on management and entirely relieved ex- 
cept that she has had a pain remaining in the lower 
quadrant from time to time. Two weeks ago the pa- 
tient developed bloody stools and consulted Dr. Gard- 
ner. Proctoscopic examination revealed a small tumor 
on the anterior wall of the rectum. This was cauliflower 
in appearance, about the size of a dime and bled easily 
when touched. It was about 2 inches above the sphinc- 
ter on the rectovaginal septum. A small piece of the 
tumor was removed and examined by Dr. E. T. Bell 
and reported to be adenocarcinoma. 

On March 19, the first stage, consisting of an explora- 
tory operation and colostomy was done. At this time 
adhesions were found around the sigmoid that un- 
doubtedly accounted for her left sided pain. No 
metastases were found in any of the pelvic glands. A 
permanent colostomy was made through a McBurney 
incision just mesial to the superior spine. The patient 
made an uneventful recovery from her operation, but 
just before we were ready to do the second stage she 
developed the “flu” and a bronchopneumonia. 

On May 3, through an incision from the end of the 
sacrum encircling the entire rectum to- 
gether with the posterior wall of the vagina were re- 
moved. The peritoneum was opened in the cul-de-sac of 
Douglas and the sigmoid, together with its lymphatics, 
was removed to the extent that the entire specimen 
measured approximately 15 inches in length. All of the 
lymphatics and vessels were removed in one piece. The 


anus, the 


proximal end of the bowel was inverted and anchored 
outside of the peritoneum in the pelvic wound. No at- 
tempt was made to close the wound but the entire cav- 
ity was packed with gauze. At the time of the biopsy 
radium was introduced into the rectum under the in- 
struction of Dr. C. R. Drake and was allowed to re- 
main up to the maximum point of safety. 

In view of the fact that the patient developed pneu- 
monia and the second stage of the operation had to 
be delayed this was undoubtedly an excellent procedure 
inasmuch as the original growth had been almost en- 
tirely destroyea when the specimen was removed. No 
glandular involvement could be found in the specimen. 

This is undoubtedly the earliest carcinoma of the 
rectum which I have ever seen and the patient should 
have an excellent opportunity for a complete and per- 
manent recovery. Both operations were done under lo- 
cal anesthesia, the abdominal exploration and colostomy 
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being done under abdominal infiltration and splanchnic. 
The posterior resection was done under infiltration an- 
esthesia combined with sacral anesthesia. Patient is 


making a complete recovery from the operation but 
the large wound is healing slowly. 


Dr. Martin NorpDLAnp reported two cases of Meck- 
el’s diverticulum as follows: 

Obstruction may take place by Meckel’s diverticulum, 
a structure due to persistence of the vitelline or om- 
phalomesenteric duct, coming off from the ileum from 
12 to 36 inches above the ileocecal valve, and present 
in about 2 per cent of persons. The vitelline duct 
should be obliterated in the eighth week of fetal life. 
If it persists, the individual possessing it is in constant 
and serious danger. The mortality of a series of cases 
of obstruction due to Meckel’s diverticulum is enor- 
mous. Meckel’s diverticulum usually has no mesen- 
tery, is from 3 to 10 inches long, and arises from the 
convex side of the gut. It may hang free or may be 
attached to the umbilicus by its tip or by a fibrous 
cord formed by the obliterated tip. 
remains open at the umbilicus. In other cases a cord 
runs from the umbilicus to the gut or the tip of the 
diverticulum, or is adherent to another portion of the 
intestine. 


In some cases it 


The diverticulum may become gangrenous 
with or without strangulation, may enter a hernial sac, 
may ulcerate or perforate like an appendix. 

Strangulation of the diverticulum may take place be- 
neath ‘an adherent appendix, a fallopian tube, a portion 
of mesentery, or the pedicle of an ovarian tumor, or 
it may take place in an omental or a mesenteric aper- 
ture. Gangrene, inflammation, or twisting may occur. 
Intestinal obstruction from Meckel’s diverticulum may 
be due to volvulus, as illustrated by Case 1; or it may 
be due to invagination of the diverticulum into the 
howel, causing intussusception, as illustrated by Case 2. 

Case 1.—Patient is a woman 71 years of age, whose 
past history includes only one serious. illness, that of 
gallbladder resection nine years ago. She has had five 
children, and otherwise has had good health. 
pause occurred at the age of 47. 

Present complaint: Three days before admission to 
the hospital (March 12, 1928) the patient complained 
of acute pain in the right lower abdominal quadrant, 
recurrent in character, followed within the first twelve 
hours with nausea. Cathartic was taken, which ag- 
gravated the pain, and was followed by severe vomiting. 
From this time until admission to the hospital, all the 
symptoms became aggravated and a typical text-book 
description of an intestinal obstruction developed. 

Examination before the operation revealed a rather 
thin elderly lady of fair color with an expression of 
distress on the countenance, vomiting rather frequent- 
ly. The chest examination was essentially negative. 
Abdomen was distended with periodic peristaltic waves 
of distended loops of gut visible. A preoperative diag- 
nosis of intestinal obstruction was made. 

On opening the abdomen, a sanguineous fluid es- 
caped. A loop of ileum beginning at the ileocecal 
valve and extending upward for about eighteen inches 
was markedly distended, bluish in color but still re- 
tained somewhat normal luster. At the upper end of 


Meno- 





500 MINNESOTA MEDICINE 


this gut was found a pear-shaped mass, the size of a 
peanut, the smaller end attached to the bowel, the 
larger end buried in the cecum, which caused a volvu- 
lous between the two. The mass was edematous and 
on pressure by forceps a mucous substance was liber- 


Fig. 1. Specimen of Case 1. 


ated. Following removal, which relieved the obstruc- 
tion, the mass appeared on section to have a hollow 
sac, with firm white fibrous walls, the closed end at 
the cecum. Microscopic examination showed a muci- 
nous degeneration of part of the wall. The upper 
closed end appeared to have a minute lumen resected 
from the bowel. (Fig. 1.) 


Case 2.—Illustrating intussusception by invagination 
of the diverticulum into the bowel is that of a young 
woman, 22 years of age, with a past history essentially 
negative, except that eighteen months before admission 
to the hospital the patient had an abortion, self-induced 
at three months. 

Present complaint: About five days before entering 
the hospital (March 25, 1928), the patient developed 
cramps in the abdomen, most marked in the region of 
the epigastrium. These were irregular and associated 
with nausea, but no vomiting. Two days after the on- 
set she seemed to be much improved, with recurrence 
again of symptoms on the third day, more severe in 
character. At this time there was some pain in the 
lower quadrant and she was seen by a physician, who 
made a diagnosis of appendicitis. The following morn- 
ing the patient entered the hospital in an ambulance, 
with severe abdominal pain and nausea, and vomited 
once. At this time her temperature was 99 and leuko- 
cyte count 17,000. There were no localized pains ex- 
cept on deep palpation, showing very slight tenderness 
in the epigastrium and lower right quadrant. There 
was no rigidity nor even spasticity of the abdominal 
muscles and no evidence of a mass. Bi-manual exam- 
ination was negative. 

On account of the history of abortion eighteen 
months previous, it was thought best to observe the pa- 
tient further. Twenty-four hours later the leukocyte 
count was 13,000. All the symptoms had subsided and 
the patient was very comfortable. Forty-eight hours 
later the leukocyte count was 8,100. Abdominal symp- 
toms had disappeared with the exception of a mass at 
McBurney’s point. This mass was movable, appar- 
ently the size of a small hen’s egg, not tender to 
ordinary pressure. 
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On account of the history and the original leukocyte 
count, surgery was recommended, and on the third 
day in hospital the patient was operated upon, with a 
preoperative diagnosis of a retrocecal, suppurative ap- 
pendix. 


Invagination of diverticulum causing intussuception, 


Findings: A low right rectus incision was made, 
splitting the muscle in the middle. Opening into the 
abdomen, the appendix was found congested in free 
anterior position, not inflamed. A mass the size of a 
large walnut was seen apparently free within the cecum 
just above the appendix. On palpation this mass felt 
cystic, could be freely moved and was attached to a 
pedicle about 6 inches in length around which pedicle 
the ileum was puckered. Pushing the mass through the 
ileocecal valve and toward the pedicle revealed an in- 
version near the mesenteric border of the ileum about 
18 inches from the ileocecal valve. An attempt to 
force the mass through the inversion was unsuccessful. 
(Fig. 2.) 

Procedure: The ileum was incised transversely over 
the mass described and the mass delivered. About 0.5 
inch of ileum was incised. The intestinal incision was 
closed with through-and-through Lucken’s intestinal 
suture. The serosa was reinforced with linen, in- 
vaginating the stump. 

The above cases are reported because the lesions 
produced by Meckel’s diverticulum are found so in- 
frequently. As stated above, they occur in from 1 to 
2 per cent of all individuals, and unless attention is 
occasionally called to its occurrence the surgeon may 
not think of “a Meckel’s diverticulum, when it is the 
offending lesion. 


The Presidential Address, Minneapolis Surgical So- 

ciety, was delivered by Dr. H. B. Sweetser. 
PRESIDENTIAL ADDRESS 

It is customary in most societies for the retiring 
president to give an address, and it is further customary 
that such address be not on a medical topic but rather 
that it be devoted to a review of the activities of the 
society and to making such suggestions and recom- 
mendations for the future as he may have formulated 
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from his experience while in office. 
gence I shall follow this custom. 


With your indul- 
But, first of all, I 
wish to express my appreciation of the honor you have 
conferred on me, and to thank you for your codpera- 
tion, help and interest throughout the year. 

Inasmuch as no detailed account of our inception and 


Fig. 3. Invaginated mass, Case 2, normal size. 

early history is on record, and because such informa- 
tion may be of considerable interest in the future to 
our successors, I have thought it might be of value to 
introduce here a short résumé of such history. 

The Society had its origin March 8, 1922, when nine 
surgeons, Drs. R. C. Webb, A. A. Zierold, G. R. Dunn, 
S. R. Maxeiner, S. H. Baxter, A. F. Bratrud, Kenneth 
Bulkley, James Johnson, and J. M. Hayes, met, dis- 
cussed the need and possibility of such a society, de- 
veloped tentative plans for its creation, and decided to 
invite to a meeting a number of other surgeons, suffi- 
cient for organization, and lay these plans before them 
for consideration. ‘ 

This second meeting was held March 15, with twenty- 
one members present, the society was organized, a con- 
stitution adopted, and officers elected. 

These twenty-one charter members were: 

A. W. Abbott M. J. Lynch 

S. H. Baxter A. T. Mann 
A. F. Bratrud S. R. Maxeiner 
Kenneth Bulkley F. A. Olsen 
J. F. Corbett F 


. H. Poppe 
Geo. R. Dunn a. S. 

R. E. Farr i. 
James M. Hayes _ a 


Strachauer 
B. Sweetser 
Webb 
James A. Johnson A. E. Wilcox 
A. A. Law O. W. Yoerg 

A. A. Zierold 

Later when the constitution was printed, the name 
of Stephen H. Baxter, our newly elected president, was 
omitted from the list of charter members. This is to be 
regretted and should be rectified. 

In studying the constitution of our society I find 
that no mention is made as to the object of its cre- 
ation. Of course, it is assumed that we all know why, 
namely: First—to foster good fellowship among its 
members; and, secondly, to advance the study and cul- 
tivation of the art and science of surgery. I would 
therefore suggest that our constitution be so amended 
hy inserting after the name an article entitled “Ob- 
jects.” This will be of benefit to ourselves and to our 
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successors, in preventing either of these objects being 
lost sight of. 
The first officers were: 
President, R. C. Webb 
Vice President, S. R. Maxeiner 
Secretary-Treasurer,.A. A. Zierold. 


Fig. 4. Sagittal section of invaginated mass, Case 2. 
For the following years the officers have been: 
President Vice 

1923 and 1924 

J. M. Hayes J. A. 
1924 and 1925 

A. E. Wilcox A. 
1925 and 1926 

A. A. Zierold S. H. 
1926 and 1927 

Emil Robitshek S. 
1927 and 1928 

H. B. Sweetser W. 
1928 and 1929 

S. H. Baxter A. 


President Secretary-Treasurer 


Johnson A. A. Zierold 


A. Zierold W. D. White 


D. White 


3axter W. 


R. Maxeiner T. H. Sweetser 


D. White T. H. Sweetser 


T. Mann T. H. Sweetser 

During: the six years of the life of the society, 
twenty new members have been admitted; two have 
died and two have resigned, leaving the present mem- 
bership at thirty-seven. Of this number, during any 
one year, twenty-five have attended three meetings, 
nineteen attended four, thirteen attended five, eight 
attended six meetings, and four attended all: Only 
two showed no interest by absence from all meetings 
during the current year. The average attendance varied 
between ten and twenty-nine. These figures apply only 
to the last two years, as no record of attendance was 
kept before that. 

In every year the schedule of meetings has been fair- 
ly well lived up to: In each of two years there were 
the full number of eight; 
seven; 


in one year there were 
and in each of three years there were six—in 
all forty-one meetings. At fifteen, or a little over one- 
third, the society was addressed by prominent outside 
surgeons. At twenty-six, or a little less than two- 
thirds, the scientific program was provided by the mem- 
bers themselves. Forty-four prepared papers were 
read by twenty-nine members and twenty-six cases and 
patients were presented. Practically every member 
either read a paper, held a clinic or presented a case 
and all entered the discussions. The character 
of the papers read and the cases reported indicate a 
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high type of surgeons among our members, and for 
this we may be proud. 

At the start it was planned that a monthly clinic 
should be held at some hospital by the surgeons active 
at that hospital, and that the members should attend. 
This was done for the first year or so, and those 
clinics given, which I attended, were well worth while; 
but they were early discontinued for various reasons, 
partly because the attendance was poor, but largely, I 
think, because the work of most of us is in private 
hospitals with private patients, and it was found dif- 
ficult or impossible to arrange an interesting and in- 
structive clinic on a stated date. Later it was recom- 
mended that the individual surgeon, when he had ma- 
terial of interest, should notify whom he pleased of the 
members, so that in this way members might avail 
themselves of the opportunity of seeing each other 
work. This is an excellent idea and should be en- 
couraged more than apparently it has been up to the 
present. It is possible, easy to carry out, and I trust 
will grow and become routine with our members as 
time goes on. 


The problem of where and how to carry on our meet- 
ings has been a difficult one, and is not yet solved. 
The first ones were held in the basement clinic room 
of the General Hospital at 8:00 P. M. Here the en- 
vironment was not conducive to congeniality and good 
fellowship and the interest and attendance lagged. A 
change was made in the hour to 6:30 P. M. so as to 
start with a dinner to be followed by the program. 
Many of the meetings were held at the Elks or the 
Athletic Club. When a prominent surgeon was invited 
the supper was held at one of these clubs, and adjourn- 
ment was then made to the Hennepin County Medical 
Society rooms for the scientific program. As it was 
thought necessary to provide a large audience for a 
distinguished guest, invitations to the scientific program 
were extended to all the profession. The result has 
been that the supper was slimly attended, the audience 
was large, but the society was submerged as a society 
and as a host. These meetings were successful from 
the scientific standpoint, but were failures from the 
standpoint of development of comradeship and friend- 
ship. A particularly disagreeable feature and an em- 
barrassing one when entertaining a prominent outsider 
was the necessity of passing a plate to collect the price 
of the dinner and the tip, followed by the treasurer to 
see that no one failed in his obligation to pay. This 
year an effort has been made to fulfill more nearly the 
two objects for which our society was created: first 
and most important, I think, the development of close 
friendships and congeniality between men who are 
travelling the same road and doing the same work, even 
though they must be competitors; and second, and also 
very important, the cultural advancement of the mem- 
bers in the science and art of surgery. It is hoped 
there has been some measure of success, and that the 
changes have met the approval of the members. 

The first radical change was that our attendance 
should be limited to the members and their invited 
guests. The second was that the dinners should be paid 
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for out of the treasury, private guests of individual 
members, however, being at the expense of such mem- 
ber. This decision was arrived at by the council after 
it was shown that the yearly dues would cover the 
expense without difficulty. It is hoped that this ar- 
rangement will make our meetings more congenial and 
in this way result in a larger attendance and close: 
ties among the members. A third innovation was the 
holding of three of the meetings at the homes of three 
of the members, and this innovation was well re- 
ceived, if one may judge from the expressions of 
opinion recorded in the secretary’s minutes. The first 
of these, with the consent of the council, was at my 
house and was not intended to create a precedent. 

The impression made upon me personally of the 
meeting addressed by Dr. Maclean of Winnipeg last 
September was that it was not an artistic success al- 
though scientifically profitable. I then conceived the 
idea that some better method might be evolved from a 
general canvass of ideas from the members. As a lure 
for a large attendance it was given out that there 
would be no formality, that smoking would be encour- 
aged, and that thirst would be allayed. The attendance 
was large and many fruitful ideas were evolved. The 
idea of meeting at each others’ houses appeared es- 
pecially attractive; Dr. Bulkley offered his for the De- 
cember and Dr. Corbett for the February meetings 
Both opened, not only their homes, but also their hearts 
and their purses and we were royally entertained 
These meetings have left such pleasant memories with 
those fortunate enough to be present that it is devoutly 
to be wished that the society may have many more such 
in the future. There is one proviso, however, which the 
society must insist on, when it accepts a member's 
invitation to meet at his home, and that is that the 
refreshments, cigars, etc., be provided out of the treas- 
ury. Any other plan would be unfair and will not 
succeed for the reason that many of us have not room 
to care for a large number and would feel they could 
not accept hospitality they could not return, and there- 
fore would not attend. We must all feel that the 
Society, and not the individual, is the host on these oc- 
casions. In this connection it must be especially noted, 
and it is gratifying to record, that the scientific pro- 
gram did not suffer because of the sociability; the 
papers read were among the best the society has listened 
to and the discussion was informal, very general and 
worthwhile. 


We had two strictly scientific meetings in January 
and April, one at the General and the other at the 
University Hospitals. These were fairly well attended 
and the material presented was of a high order and of 
much value. 


Our March meeting deserves special consideration, as 
it radically changed the procedure formerly carried out 
when the society was addressed by an outside surgeon, 
i.e., a supper, followed by adjournment to the Hennepin 
County Medical Society rooms and an audience from 
the entire medical profession. 


This meeting was held as a banquet at the Nicollet 
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Hotel, the attendance was limited to the members and 
their invited guests, the address was made in the ban- 
quet room, and the discussion was general and uncon- 
strained. After the meeting there was an informal 
social hour during which everybody had the opportunity 
to meet and talk with our guest, Dr. Phemister, who 
stayed with us until train time. The number present, 
about 50, eliminates the fear we have labored under that 
a large enough audience could not be secured to satisfy 
a prominent outside surgeon except by bringing in the 
whole profession. The large and well lighted room, 
the tables, daintily ornamented, the Jarge attendance of 
members, most of whom were in formal evening dress, 
and the spirit of good fellowship gave a dignity to the 
occasion which was commented on by those present, 
and which, I feel sure, was pleasing to our guest. The 
general sentiment of those present was that it was an 
artistic success, enjoyable as well as profitable, and the 
hope was expressed over and over that we may have 
similar ones in the future. 

One of the basic reasons for our existence, and (in 
the minds of many of us) possibly the main reason, is 
cultural, i.e., the exchange of knowledge acquired in 
our surgical practice. All of us see cases a little 
out of the ordinary, or we develop a technic different 
irom the common which we consider an improvement, 
or possibly do a little research. These should be 
passed on to the rest of the members, either as a patient 
presented, or a case reported, or in a formal paper. It 
is a mistake to hold back until we have something ex- 
traordinary to relate: as a matter of fact, the most 
worthwhile papers are those which deal with common 
things we all meet and are often puzzled about, pro- 
vided they are well thought out and tersely told. The 
secretary ought to have material well ahead of the 
meetings, and ought never to be obliged to hastily 
summon volunteers for papers to fill in. Such papers 
are seldom worth while. There is room for only ten 
or twelve papers a year, and if everyone will remember 
the give and take principle and contribute as well as 
receive, no one need be called on oftener than once in 
three or four years—surely not an enormous burden for 
benefits received. Such a resolve by all of us will make 
our society a success and of weight in the community, 
and will redound to the benefit of each of us. 

It might be well to consider, in this connection, 
whether it would not be an advantage to include certain 
surgical specialties in our scope, for example, gyne- 
cology, urology and orthopedics. With the restriction 
provided in our constitution there need be no fear 
that we will be overshadowed by their special expert- 
ness, 

In closing I again wish to thank you for the honor 
you have conferred, and to say that my year of close 
association with the members has been a source of 
great pleasure and of great profit to me. 


The scientific meeting was adjourned, followed by the 
business meeting. 


T. H. Sweetser, M.D., Secretary. 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 








SURGERY 





SUPERVISORS: 


DONALD K. BACON, 
LOWRY BLDG., ST. PAUL 


VERNE C. HUNT, 
MAYO CLINIC, ROCHESTER 





MULTIPLE MYELOMA: Charles F. Geschick- 
ter, M.D., and Murray M. Copeland, M.D. (Arch. 
of Surg., XVI, 1928, No. 4, 807-863). This is an 
historical review, a description of the disease from 
the standpoint of incidence, etiology, pathology, di- 
agnosis, and complications, together with descriptive 
charts and photographs. 

The original description by McIntyre in collabo- 
ration with Bence-Jones in 1848 is given in detail. 

From the authors’ series together with cases from 
the literature, the incidence of multiple myeloma is 
as follows: 70 per cent of the cases are males, the 
disease composes .03 per cent of all malignancies, 
and the average age incidence is 55 years. 

The chief symptoms are pain, tumefaction, and 
deformity. The pain varies from obscure rheumatic 
aches to excruciating root pain. Deformity is char- 
acterized chiefly by a dorsal kyphosis, deformity of 
thoracic cage, and that due to pathological fractures. 
The bones most frequently envolved are the ribs, 
the lumbar and sacral vertebra, and the skull, in the 
order mentioned. 

Complications consist of a chronic nephritis with 
a non-protein nitrogen retention and associated low 
blood pressure, a chronic bronchitis, and emphysema. 
In association with the nephritic picture, the Bence- 
Jones bodies can be demonstrated in 65 per cent of 
all cases. 

The prognosis is fatal, the average case being 
dead within two years after being recognized, re- 
gardless of the therapy. 

The microscopic picture reveals a predominance 
of cells which Ewing describes as myeloblasts, 
whereas Bloodgood terms them plasma cells. The 
authors, however, describe them as hematopoietic 
cells which apparently remain within the bone mar- 
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row and are rarely found in large numbers in the 
general circulation. 
An extensive bibliography is available. 
H. R. Fenvanp, M.D. 


DIVERTICULA OF THE BLADDER: Calhoun 
Stirling, M.D., and H. W. Rollings, Jr. (Ann. of 
Surg., LXXXVII, May, 1928, 742-749). Cystoscopy 
and cystography have shown the diverticulum of the 
bladder is no longer a rare condition, but may be 
present in 5 per cent to 7 per cent of cases seen 
during the prostatic age. Trabecule and small 
saccules are frequently seen in cases presenting ob- 
structive symptoms, whereas the diagnosis of a true 
diverticulum is limited to those cases possessing a 
distinct orifice with herniation of the entire bladder 
wall, and excludes such anomalous conditions as 
urachal cysts. There are congenital and acquired 
factors in the development of diverticula. 

Hyman reported thirty cases in children. The 
most common site for diverticula is at the upper 
and lateral margin of the trigone, especially in the 
region of the ureteral orifice. As long as drainage 
is adequate and infection absent the diverticulum is 
of no clinical importance. There are no symptoms 
pathognomonic of diverticula, but cystoscopy is a 
very accurate method of determining their presence. 
Cystoscopic findings should always be corroborated 
by a cystogram. The size of the diverticular orifice 
is no criterion of the size of the sac. A diverticulum 


of an ounce or more capacity with retention and 


inadequate drainage should be treated surgically. 
Many of the cases of poor functional results fol- 
lowing prostatectomy are due to diverticula being 
overlooked at the time of operation. 

Residual urine with subsequent infection readily 
lends itself to the production of calculi. Fifteen 
per cent of cases in one series had a stone accom- 
panying the diverticulum. Occasionally carcinoma is 
found associated with diverticula. 


KENNETH Murray, M.D. 





PEDIATRICS 





SUPERVISORS: 


CHESTER A. STEWART, 
LA SALLE BLDG., MINNEAPOLIS 


ROY N. ANDREWS, 
MANKATO CLINIC, MANKATO 





EPILEPSY IN CHILDREN: Hugh T. Patrick, 
M.D. (Amer. Jour. of Dis. of Children, April, 1928). 
Just what epilepsy is, no one knows. The author 
wishes to protest most emphatically against the too 
prevalent light and casual consideration that is given 
to minor petit mal attacks, such as momentary dizzy 
spells. 
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The incidence of the disease among the breast-ied 
members of the group was 5.66 per cent, while 
among the bottle-fed members it reached 57.1 per 
cent. From a consideration of the breast-fed in- 
fants, the conclusion is reached that the general 
health and state of nutrition of the mother, the qual- 
ity of her diet and the care she gives herself and 
her child, are factors which largely control the pres- 
ence or absence of the disease in such cases. 

The facts that forty-seven out of the fifty-three 
nursing mothers ate large quantities of green veg- 
etables, that only three out of fifty-three breast-fed 
infants developed rickets, and that two of these 
rachitic infants belonged to mothers who did not 
eat green vegetables would strongly suggest a pro- 
tective influence in green vegetables against rickets. 

It is evident that, as the equator or the Far North 
is approached, both frequency and severity of the 
disease diminish. High altitudes produce similar re- 
sults. The rarity of the disease among the inhabi- 
tants of the frigid regions is usually explained by 
the protective properties in meats and oils, which 
make up the bulk of the diet. 

The geographic location of New Orleans is con- 
sidered the factor most responsible for the occur- 
rence of the mild form of rickets in that locality. 
It is possible that good exposure to the sun of the 
tenement houses, the low type of buildings, play- 
ground facilities, the type of clothing and the char- 
acter of the diet influence it somewhat. 


R. N. Anprews, M.D. 


IN NEW ORLEANS AND VICINITY: C. T. Wil- 
liams, M.D. (Amer. Jour. of Dis. of Children, April, 
1928). Every child with active rickets responded 
more or less promptly to treatment with cod liver 
oil, regulation of diet and sun baths. A rise in the 
inorganic phosphorus content of the blood was the 
earliest sign of improvement, being noticeable in 
most cases within one month after treatment was 
instituted. 

Green vegetables, such as spinach, turnips, carrots 
and cabbage, featured prominently in the diets of 
the nursing mothers. Fifty-four per cent of the 
children had fairly comfortable sleeping quarters, 
while the remaining 46 per cent fared badly in this 
respect. There was a direct relationship between 
the content of inorganic phosphorus in the blood 
and the percentage of possible sunshine for each 
month. 

The diet, exercise, bowels, sleep and emotional 
life should receive adequate attention. The object 
of medicine is to suppress the fits and break up the 
habit, if the patient can take care of a sufficient 
dosage to permit its accomplishment. The author 
relies almost entirely on sodium bromide and pheno- 
barbital. Sometimes a combination of bromide and 
phenobarbital is more effective than either alone 
For children with cold hands and feet, especially ii 
the children are of the heavy, sluggish type, the 
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author likes to add one dose of thyroid extract 
daily. 

Briefly, the successful management of a case of 
epilepsy means a prolonged, vigorous campaign 
without intermission; one must be on duty all of 
the time. 

No person can have epilepsy without a certain 
underlying cellular instability, the nature of which 
is unknown. 


R. N. Anprews, M.D. 
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DIAGNOSIS AND DIFFERENTIAL DIAG- 
NOSIS OF OTOGENOUS BRAIN ABSCESS: 
Robert Lund (Acta Oto-laryngologica, Vol. XI, 
Fasc. 3). Part I1I1—Brain abscess of otitic origin is 
due, in the great majority of cases, to chronic sup- 
purative otitis media, and fully half of these are 
cholesteatomatous. In a small number the ear le- 
sion is acute, while in the rare cases in which there 
are no evidences of ear involvement at all the his- 
tory must be carefully checked. It.is stated that a 
diagnosis of brain abscess can be made only when 
a possible initial focus may be shown. Half of all 
brain abscesses are due to ear disease. 

The time of formation of a brain abscess seems 
to have no constant relationship to the time at which 
the otitis began; intervals of from 14 days to 68 
years have been reported. The latent period is 
usually from two to six, occasionally ten weeks; 
rarely it happens that a well-formed brain abscess 


may be present but quiescent for decades until acti- 
vated by trauma. 

The abscess course is divisible into four stages: 
initial, latent, manifest, and terminal. There are 
three large groups of symptoms: general body symp- 
toms, general brain symptoms, including cranial 
nerve lesions, and local brain symptoms which de- 
pend upon whether the temporal lobe or the cere- 
bellum is involved. 

The general body symptoms are due to suppura- 
tion and are prominent only when the latent stage 
is prolonged. There is debility, a pale, sallow com- 
plexion, fatigue, loss of weight from loss of appetite, 
constipation, fever and often a chill. 

Of the general brain symptoms, headache, which 
varies in location and intensity, is prominent. Often 
it may be on the same side as the diseased ear, but 
not always. There may be tenderness on percus- 
sion. Vertigo, nausea, sudden vomiting without re- 
lation to meals are also present. Slow cerebration, 
during which the patient is mentally clear but far 
away, is often found. 

Optic neuritis and choked disc are found in one- 
fourth of the cerebral cases and one-half of the 
cerebellar cases. Inasmuch as fundus changes have 
been seen only in cases which show an increased 
spinal fluid cell-count, it is thought that both of 
these conditions are due to toxic influence on the 
cranial contents. 

Marked bradycardia or slow pulse, in a patient 
who does not have heart disease, but does have 
some general brain symptoms, is of very great diag- 
nostic value in brain abscess. There may also be 
photophobia. Cranial nerve lesions, with occasional 
evidences of irritation as well as of paresis, are 
found more frequently than in other brain diseases; 
most often the condition is a partial paresis of the 
oculomotor, and any of the structures to which this 
nerve is distributed may become involved. It is 
well to remember that in meningitis the abducens 
nerve is most frequently affected. 

Vircit J. Scowartz, M.D. 





TRAINING CHILDREN WITHOUT FRICTION 

How a mother learned to avoid battling with her 
children over the food they should eat is told in 
entertaining fashion in the July Hygeia by Ruth H. 
Kuever from her personal experience. 

As the parents learned the principles of proper 
nutrition they determined that the child must eat the 
right things. “When the child ate reluctantly we 
encouraged, when she demurred we insisted, when 
she rebelled, we coerced,” Mrs. Kuever confesses. 
The meal hour gradually became a battleground 
over vitamins. 

A visit to the Preschool Home Laboratory of the 
Iowa Child Welfare Research Station at the Uni- 
versity of Iowa opened this mother’s eyes. She 
passes on to other mothers some of the things she 
learned. 


The ingenious parent will dress up unwelcomed 
food in new garb; serve spinach in different ways; 
give only small amounts at first. Carrots may have 
to be ground to make them easier to chew. It is a 
good plan to grind meat. 

Be sure that fruit is prepared so that children can 


handle it. Pineapple, oranges, baked apples and 
apricots should be cut in small pieces. An idea for 
eggs is to poach them in tomato juice and serve 
with the juice over them. 

A small child enjoys serving himself occasionally. 
There is a flattering sense of importance in pouring 
one’s own milk from a tiny pitcher. Then there is 
the psychology of atmosphere at the table. Thresh- 
ing out the problem before the child is fatal, but any 
child will respond to diplomacy, Mrs. Kuever says. 
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Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 





BOOKS RECEIVED FOR REVIEW 

Operative SurGerY. J. Shelton Horsley, M.D., F.A.C.S., 
Attending Surgeon, St. Elizabeth’s Hospital, Rich- 
mond, Va. 893 pages. 756 illus. Cloth, $15.00. St. 
Louis: C. V. Mosby Company, 1928. 

Sypuitis. A TREATISE ON EtioLocy, PATHOLOGY, SyMpP- 
TOMATOLOGY, DIAGNOSIS, PROPHYLAXIS AND TREAT- 
MENT. Henry H. Hazen, A.M., M.D., Professor of 
Dermatology and Syphilology, Medical Department, 
Georgetown University, etc., 2nd edition. 643 pages. 
Illus. Cloth, $10.00. St. Louis: C. V. Mosby Com- 
pany, 1928. 

Movern MetHops or TREATMENT. Logan Clendening, 
M.D., Assoc. Prof. of Medicine, Medical Department, 
University of Kansas, etc., and collaborators. 2nd 
edition. 815 pages. Illus. Cloth, $10.00. St. Louis: 
C. V. Mosby Company, 1928. 

THe DuopeNnuM. MeEpicat, RADIOLOGIC AND SURGICAL 
Strupres. Pierre Duval, Jean Charles Roux and 
Henri Béclére, Surgical Clinic, Faculty of Medicine, 
Paris. Translated by E. P. Quain, M.D. 212 pages. 
Illus. Cloth, $5.00. St. Louis: C. V. Mosby Com- 
pany, 1928. 

CirntcaAL GYNECOLOGY AND Obsstetrics. Rae Thorn- 
ton LaVake, A.B., M.D., F.A.C.S., Assistant Profes- 
sor of Obstetrics and Gynecology, University of 
Minnesota, etc. 281 pages. Illus. Cloth, $4.00. St. 
Louis: C. V. Mosby Company, 1928. 

Heart Disease. Harold E. B. Pardee, M.D., Assist- 
ant Professor of Clinical Medicine, Cornell Univer- 
sity. 120 pages. Illus. Cloth, $1.50. Philadelphia: 
Lea & Febiger, 1928. 

THE INTERNATIONAL MeEpICAL ANNUAL—A YEARBOOK 
or TREATMENT AND PRACTITIONERS’ INDEX. 46th year. 
Cloth, $6.00. New York City: William Wood & 
Company, 1928. 

THe New York AcApeEMy OF MEDICINE LECTURES ON 
MEDICINE AND Surcery. 319 pages. Cloth, $5.00. 
New York: Paul B. Hoeber, 1928. 

A Textsook or GENERAL BacterroLocy. Edwin O. 
Jordan, Ph.D., Professor of Bacteriology, University 
of Chicago and Rush Medical College. Ninth edi- 
tion, thoroughly revised. 778 pages. Illus. Cloth, 
$6.00. Philadelphia and London: W. B. Saunders 
Company, 1928. 

GONococcAL URETHRITIS IN THE MALE. For praction- 
ers. P. S. Pelouze, M.D., Associate in Urology and 
Assistant Genito-Urinary Surgeon at the University 
of Pennsylvania. 357 Pages. Illus. Cloth, $5.00. 
Philadelphia & London: W. B. Saunders Company, 
1928. 


PRINCIPLES AND Practice or Osstetrics. Joseph B. De- 
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Lee, A.M., M.D., Professor of Obstetrics, North- 
western University Medical School. Fifth edition, 
thoroughly revised. 1140 pages. 1128 illus., 201 in 
colors. Cloth, $12.00. Philadelphia & Londin: VW. 
B. Saunders, 1928. 


GYNECOLOGY. Howard Atwood Kelly, A.B., M.D., 
LL.D., and collaborators. With 767 illustrations, 14 
plates, and 1012 pages. New York: D. Appleton and 
Company, 1928. 

Of the voluminous works of Howard Kelly, this vol- 
ume is the most recent and perhaps the last, and the 
atmosphere of farewell attends it. “The day’s work 
done, in the chiaroscuro of the evening I pen my last 
lines—.” He dedicates the volume “To all members of 
the profession who take the torch to bear it onward to 
that perfect day when suffering and sorrow will have 
fled.” 

Various authors have contributed, and an enumera- 
tion of them and their subjects will indicate the scope 
of the book. The collaborators include R. Glenn Craig 
on Histology; Lawrence R. Wharton on Malforma- 
tions, Sterility, Pelvic Abscess, Gonorrhea, and Tu- 
berculous Salpingitis; Emil Novak on Menstruation, 
Amenorrhea, Dysmenorrhea, and Endocrinology and 
Organotherapy; I. C. Rubin on Tubal Insufflation; 
Richard W. TeLinde on Diseases of the Vulva, and the 
Appendix in Gynecology; Cecil W. Vest on Pruritus; 
George H. Gardner on Diseases of the Cervix; Lilian 
K. P. Farrar on Fascia and Ligaments of the Pelvic 
Floor; George Gray Ward on Cystocele, Prolapsus 
Uteri, Rectocele, Enterocele, and Injury to the Pelvic 
Floor. Leo Brady has the chapter on Tumors of the 
Vagina; W. W. Scott on Sacral Anesthesia; Robert 
W. Johnson, Jr., on Backache; Robert M. Lewis on 
Extra-Uterine Pregnancy; Guy L. Hunner on Urethral 
Stricture; Curtis F. Burnam on Bladder Tumors and 
Radium; George Gellhorn on Protein Therapy; Rob- 
ert E. Fricke on X-Ray and Ultraviolet Radiation; 
Reuben Peterson on Pneumoperitoneal Roentgenog- 
raphy; Grant E. Ward on Electrothermy; and Esther 
L. Richards on Psychopathology. The following chap- 
ters are written by the author himself; The Gynecolog- 
ical Examination, Diagnostic Aids, Dilatation and 
Curettage, Uterine Hemorrhage, Leukorrhea, Dyspa- 
reunia, Peri:eal Lacerations, General Principles of Ab- 
dominal Surgery, Abdominal and Vaginal Hysterec- 
tomy, Suspension of Uterus and Ovary, Pessaries, 
Uterine Tumors, Tumors of the Tubes, Bladder and 
Urethra. 

The incomparable illustrations of Max Broedel lend 
their unique distinction to the volume; no less pleasing 
is the work of August Horn and Hermann Becker. 
The text, in its anatomical description and operative 
technic follows closely, clearly and accurately the illus- 
trations, to the profit of each. 

Each chapter is preceded by a brief outline of its con- 
tents. This feature, together with the unusually clear 
text and the illustrations, makes the perusal of the 
volume a pleasure. “I avoid incremental adjectives and 
adverbs,” says the author, “especially the tiresome, use- 
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less ‘very—. Familiar nuisances in gynecological lit- 
erature are the ever recurring ‘case’ and ‘patient.’ I 
hope I have not overworked my ingenuity hunting for 
substitutes.” 

Illustrations and text emphasize operative technic. 
This is particularly apparent in the extensive sections 
on pelvic tumors and on the procedures usually in- 
cluded under vaginal plastic surgery. It is unusual, to 
say the least, that but two operations for retroversion 
are described. Considering its prevalence in women, it 
is surprising to find so little on endocervicitis. In spite 
of the recent editorial in the Journal of the American 
Medical Association, there is a chapter on the use of 
pessaries, ‘ 


E. C. Hartiey, M.D. 
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OPHTHALMOSCOPY, RETINOSCOPY AND RE- 
FRACTION. W. A. Fisher, M.D., F.A.C.S., Pro- 
fessor of Ophthalmology, Chicago Eye, Ear, Nose and 
Throat College. 2nd Edition. 291 pages. Illus. Cloth, 
$3.75. Philadelphia: F. A. Davis Company, 1927. 
The above subjects have been greatly simplified by 

the author and in such a manner that all are easily 

understood. Ophthalmoscopic illustrations with accom- 
panying explanations are well done. 

The relationship implied between the general physi- 
cian and the ophthalmologist is somewhat vague and 
may be easily misunderstood. 

The simpler principles of optics have been reviewed 
in a capable manner. 

K. C. Worp, M.D. 





WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


302 LOWRY BUILDING, SAINT PAUL—Nicely 
furnished and equipped office, reception and examin- 
ing room with telephone, gas and electricity. $30.00 a 
month. 


DALE-SELBY. Wonderful opening for physician. 
Thickly populated neighborhood, cross carlines, 2 
drug stores, 2 dentists, no physician. Telephone Dale 
7748, Saint Paul. 





POSITION IN PRIVATE PRACTICE desired by 
High School and Business College graduate. Two 
years’ experience as general assistant. Letter of rec- 
ommendation and excellent references. Address 
C-181, care MINNESOTA MEDICINE. 





PHYSICIAN WANTED FOR LOCUM TENENS 
beginning July 1 for ninety days. Address C-182, 
care MINNESOTA MEDICINE. 





EXPERIENCED PHYSICIAN desires good location 
in tourist section of Northern Minnesota. Locum 
tenens work or assistantship to busy physician con- 
sidered. Registered in Minnesota. Available at 
once. Address C-160, care MINNESOTA MEDICINE. 





FOR RENT—Physician’s office established four years 
in connection with dentist’s office. Inquire at drug 
store, 1340 Thomas, corner Hamline, Saint Paul. 


FOR SALE—1 Spencer microscope—low, high and 
oil immersion power—1 year old; also 1 trial lens 
case. Address C-180, care MINNESOTA MEDICINE. 


FOR SALE—Due to long continued illness of the 
managing director, the Hillside Sanatorium-Hos- 
pital of Sioux City, Iowa, is for sale. Four build- 
ings (one a fireproof hospital with northern sky- 
light in operating room) on four lots. Practically 
fully equipped for immediate re-opening. Has 
housed 40 patients at one time. Good physician 
can get much support from local and surrounding 
doctors. Most former help can be advantageous- 
ly re-engaged. Price $47,500—half cash, balance 
on mortgage. For particulars address The Hill- 
side Company, 3319 Jennings Street, Sioux City, 
Iowa. 


DOCTOR’S LOCATION open in Merriam Park, 
Saint Paul. Telephone Nestor 2359 or see Dr. L. 
M. Peifer, Dentist, corner Cleveland and Marshall 
Avenues, Saint Paul, Minn. 


OFFICE FOR RENT—Calhoun Building, 711 West 
Lake Street, Minneapolis. For further particulars 
call T. K. Kelly Investment Company, Dykewater 
1304, or call at the building and see superintendent. 





YOUNG MINNESOTA GRADUATE, married, wishes 
association in general practice or opportunity to buy 
out. Best references. Address C-183, care MINNE- 
soTaA MEDICINE. 


FOR RENT—Office just completed, fully equipped 
with conveniences. Located on cross carline, Minne- 
apolis. Dentist’s office in connection. Address C-184, 
care MINNESOTA MEDICINE. 
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MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 
EXAMINATION REPORT, APRIL, 1928. 


BY EXAMINATION 


NAME SCHOOL AND DATE OF GRADUATION ADDRESS 


Allen, Philip King Wash. Univ. Mo., M.D. 1927 949 Marshall Ave., St. Paul, Minnesota 

Aling, Charles A Univ. of Minn., M.B. 1928 1104 W. Minnehaha Pkwy., Minneapolis, Minnesota 

Bain, Charles Grant Sk _. . Sa Mayo Clinic, Rochester, Minnesota 

Beaver, Meredith G Univ. of Ore., M.D. 1926 No. 4 Sutherhill Apt., Rochester, Minnesota 

Bliss, Theodore Liston Univ. of Mich., M.D. 1926.................. Mayo Clinic, Rochester, Minnesota 

Boeck, Wm. Charles Harvard, M.D. 1926 Mayo Clinic, Rochester, Minnesota 

Bowen, Sarah Univ. of Minn., M.B. 1927 C/o Olive Jones,468 Santa Fe Road, Olathe, Kansas 

Buckley, Robert Peers Univ. of Minn., M.B. 1928 1511 E. Superior St., Duluth, Minnesota 

Bumpus, Laurin Dudley Harvard, M.D. 1926..............--.c-e--c-ceese Mayo Clinic, Rochester, Minnesota 

Carmichael, Hugh Thompson... Queens, M.D. 1923.............--.-.--0-0-00--« Mayo Clinic, Rochester, Minnesota 

Carrow, Roland A Creighton, M.D. 1927 St. Mary’s Hosp., Minneapolis, Minnesota 

Cave, Harry Allan », Western Ont., M.D. 1925......... Mayo Clinic, Rochester, Minnesota 

Clawson, Thomas Alfred, Jr.... r. of Md., M.D. — eaennananetie Mayo Clinic, Rochester, Minnesota 

Coleman, Julian Harwood . of Va., i 5 Se Mayo Clinic, Rochester, Minnesota 

Dredge, Thomas Everett r, of Minn., M.B. 1928 Oak Terrace, Minnesota 

Edwards, Joseph Willard iv. of Minn., M.B. 1927 Chicago Memorial Hosp., 660 Groveland Pax.., 
Chicago, Illinois 

Wauster, John Ulrich, Jr iv. of Mich., M.D. 1926.................. Mayo Clinic, Rochester, Minnesota 

Fawcett, Keith R . of Minn., M.B. 1928 St. Mary’s Hosp., Duluth, Minnesota 

FitzGibbon, Thomas Grattan... Sanaa eames Mayo Clinic, Rochester, Minnesota 

Hendricks, Esten Univ. of Minn., M.B. 1928 1101 14th Ave. S.E., Minneapolis, Minnesota 

Kilgore, Geo. Lester Emory boo = M.D. 1926....................- Mayo Clinic, Rochester, Minnesota 

Lineberry, Ellis Dice A gfe Oc). ee Mayo Clinic, Rochester, Minnesota 

Lund, Werner John iv. 7 Minn., M.B. 1927 62 Melbourne St., Minneapolis, Minnesota 

Millbrook, May Irene niv. of Minn. M.B. 1927 University Hospital, Minneapolis, Minnesota 

Mulholland, Stanford W iv. of Mich., M.D. 1925.................. Mayo Clinic, Rochester, Minnesota 

Oleisky, Elmer iv. of Minn., M.B. 1927 609 Oak St. S.E.,Minneapolis, Minnesota 

Pohl, John Florian liv. of Minn., M.B. 1928 1717 1st Ave.S., Minneapolis, Minnesota 

Rathman, Omer Charles iv. of Mich., M.D. 1926.................. Mayo Clinic, Rochester, Minnesota 

Rogers, Jas. Creighton T Rush, M.D. 1927 Mayo Clinic, Rochester, Minnesota 

Rupp, Alice Univ. of Minn., M.D. 1928 501 Washington Ave. S.E., Minneapolis, Minnesota 

Schacht, Frederick Wm Johns Hopkins, M.D. 1926.................. Mayo Clinic, Rochester, Minnesota 

Spackman, Edward Victor........ Univ. of Minn., M.B. 1927 Ancker Hospital, St. Paul, Minnesota 

Spooner, Christopher M............ Univ. of Manitoba, M.D. 1925 Mayo Clinic, Rochester, Minnesota 

Tasche, Leslie Wm P. & S. New York, M.D. 1924 428 2nd St. S.W., Rochester, Minnesota 

Thompson, Willis Herbert Univ. of Minn., M.B. 1928 509 5th St. S.E., Minneapolis, Minnesota 

Vanzant, Frances Ralston Univ. of Texas, M.D. 1926................. Mayo Clinic, Rochester, Minnesota 

Wilkinson, George Lewis Univ. of Minn., M.B. 1928.................. St. Mary’s Hospital, Duluth, Minnesota 
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Abbott, Walter Dayton Cretatation, MID. TEGG...-c-c.nsnesesseenes Mayo Clinic, Rochester, Minnesota 
Anderson, Aldor Gustav............ Marquette, M.D. 1927......... F Taylor, Wisconsin 

Anderson, Richard Speight....... Univ. of Md., M.D. 1924..................... Mayo Clinic, Rochester, Minnesota 
Benjamin, MacBroom................ Marquette, M.D. 1927 Jasper, Minnesota 

Christensen, Eli Elisman Univ. of Iowa, M.D. 1926 428 4th St. S.W., Rochester, Minnesota 
Coakley, Leo Patrick Creighton, M.D. 1926.................-----+---- Mayo Clinic, Rochester, Minnesota 
Down, Howard Ivan ae 2) ke ae Mayo Clinic, Rochester, Minnesota 
Esser, Oscar John....................--- Marquette, M.D. 1927 Gibbon, Minnesota 

Holderman, Jacob Wm Rush, M.D. 1918 25 N. 10th Ave. E., Duluth, Minnesota 
Joyce, George Leo BI i OIE ceeseceeciientcenssinnesnenotenn Stewartville, Minnesota 

Kemp, Milburn Watts yc eee State Hospital, Fergus Falls, Minnesota 
Kerschbaumer, Luisa. Univ. of Vienna, Dr. of Med. 1918... State Hospital, St. Peter, Minnesota 
Murphy, George Thomas........ ..Rush, M.D. 1925 819 4th St. S.W., Rochester, Minnesota 
Nelson, Wallace LeRoy............. Northwestern, M.D. 1927..................- Mayo Clinic, Rochester, Minnesota 
Reuter, Maurice Jerome............ Marquette, M.D. 1924..............-..-c-c-0-0- Mayo Clinic, Rochester, Minnesota 
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Cooper, Finis Gaston eB eee Mayo Clinic, Rochester, Minnesota 
Schanche, Arthur Norman Wash. Univ. Mo., M.D. 1925.............. Hills, Minnesota 








